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As We Write 


This book is about reproduction. About interventions into the reproductive process 
and about the making and breaking of values that circumscribe it. In writing it, our 
emphasis is on information. Information about the various techniques. Butwe would 
like to convey this information within a definite perspective and retain its connection 
with the experience of daily life, because we believe that without it, information has 
limited value. 


At the same time, since we believe that no information can be conveyed with a 
perspective-less objectivity, we also thinkitis necessary to put forward our perspective 
explicitly. Moreover, the preparation for this book has been a process, in itself worth 
conveying. Hence this small introduction— our viewpoint, our backgrounds and the 
process which helped bring about this book. 


Reproduction — a question of daily life 


For centuries humans have had a very strange relationship with reproduction. It has 
been defined within established values and norms. Because we women have bodies 
capable ofnurturing new life, ithas had forusa very real existence. In today’s situation, 
society expects us alone to take full responsibility for it by virtue of being women. Not 
only that, society recognises us and gives usaplaceinit only ifwerelate toreproduction 
through socially accepted structures. These structures are those of marriage and 
patrilineal family within which alone do we receive any sort of recognition. 


Along with the customs, rites, and traditions of this society, there are other structures 
and interests which alsostand on the same values and beliefs. Through all of themruns 
the thread of control. These powers that are founded on inequality, control particular 
social sections and that too through the women of those particular sections. According 
to the situation, these powers present themselves differently, but their function and 
their nature do not change. Sometimes we may see them as powerful communities, 
sometimes as national governments, and sometimes as international powers. Control- 
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ling particular communities by controlling women’s reproduction is an age-old 
practice. 


In this, science and technology though a cultural expression of society have always 
been instruments in the hands of established powers and have reflected their norms 


and values. 


Today, it is through understanding reproduction in a certain way, that science is 
attempting to establish control and intervene in life processes. Clearly a degree of 
understanding has been achieved, but ithas not brought about freedom from exploi- 
tation and oppression. Quite to the contrary, there are many situations in which it has 
served tostrengthen prevalentexploitation and exploitative methods, and has helped 
them strike deeper roots. 


Caught between the three Caught between the three — social values, the games played by 
established powers, and the emerging understanding of science 


— social values, the 
‘ and technology —are we women, living human beings! We, who 


pogigie gS so cad onl have an active relationship with reproduction, and also a cre- 
lished powers, and the 
: a - a ative association with life. For whom, reproductive capacity, 
Cniela aaa BO fertility, occupies an important place, but forwhom thereis much 
science and techn ol °SY — more in life beyond producing or not producing children. Our 
a0 0) 0 Se ee fiving _bodiesarean integral part of all aspects of our life and our control 
human beings! over all of them is crucial. 


Wehavetried to develop our ownrelationship with reproduction. Contraception is our 
need and we should have the right to decide how many children to have and when. 
We should have a clearer understanding of the changes in our bodies so that we can 
protect ourselves from all the abuse and violence that we suffer willingly and 
unwillingly. 


While redefining our relationship with reproduction, our attempt is to develop our 
identity as persons and as creative human beings. There are many aspects to our 
contribution to society, many more capacities which are negated by the imposition of 
an identity of baby-producing machines. These aspects are not being given the 
opportunity to develop. Human relationships too are becoming restricted and stag- 
nant because of social values and other pressures. Men and women have failed to go 
beyond the images of femininity and masculinity imposed by society. In the process 
the basis of a relationship between them as two human beings has been eroded. 


There has always beenastruggle for redefinition of relationshipsin one’s personal life 
and also extending support to others. Many persons have alsoattempted tobring about 
social change in this sphere. 


However, a new process has started in the last two decades under the aegis of the 
women’s movement. Individual lives and the questions of personal life have been 
recognised as political and on all these issues a process of collective struggle and 
developing a collective understanding has also begun. That the so called personal 
problems arenotmerely individual problemsbutare connected to the total social being 
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is the special contribution of the women’s movement. Along with it has emerged a 
viewpoint in which the struggle of every person, every woman inher personal life is 
considered as important as the problems that confront society. 


Our bodies, our right 


Anentirely different viewpoint of looking at reproduction, at the body and its processes 
has emerged. There is now an emphasis on understanding the processes within the 
body, as well as the attempt to develop a new relationship with it on the basis of this 
new knowledge. There is also the attempt to resist with all strength, the powers who 
are obstructing this process, whether that obstructionis in the form of forced surgery, 
harmful contraceptive technology imposed by deceit, or profiteering through market- 
ing of drugs with incomplete and erroneous information. And so, all over, many 
woman’s collectives and organisations have emerged whoare active inissues related 
to health and reproduction. 


In October, 1989, a workshop of such women’s groups was organised in Jaipur. 
Obviously, reproduction was one of the issues for discussion. What emerged very 
strongly was the realisation that in our campaigns and struggles, there is a dearth of 
written material that we can understand, that speaks our languageand gives voice to 
our experiences. [1] 


Not knowing about the new techniques being developed forcontraception as well as 
for infertility management created problems at every step. At the same time the 
information put out by the State and other institutions creates a lot of misunderstand- 
ings. So, some of us urban women took up the responsibility of disseminating 
information. A monograph, ‘Weand our Fertility’, was prepared which was published 
by the SNDT University. [2] 


Wehad taken up this work thinking that all we had todo was compile the information 
that was available. In the course of that attempt certain things stood out. Allavailable 
material was in English. Though no doubt written from a feminist viewpoint, it had 
been written in the context of women in the developed countries, in relation to the 
realities of their lives. That was why, perhaps, theiremphasis was more on techniques 
related toinfertility management (usually called New Reproductive Technologies). [3] 


We began to feel that while writing in the context of acountry like India, it was necessary 
todeal with contraception and infertility management techniques together. We could 
not find material in English which did this, and in the end we decided that we should 
ourselves present these aspects together. What we had with us was literature written 
by many different people, along with our experience of working as part of a collective 
active in the women’s movement from around 1980. [4] This included our participation 
in the campaign against sex determination and sex pre-selection. Discussing these 
issues, thinking about thenew techniques which were being developed every day, and 
working with the collective, we had developed a perspective which we tried to 
elaborate in the monograph. 
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Evenas we worked, we became sharply aware of certain things. The most important 
was that the monograph had been based on our discussions with only a handful of 
people and their experiences. We had not been able to include the experience of many 
other organisations working on the issue. Besides, we had tended to assume a fair 
degree of knowledge on the part of the reader. Asit turned out, almost everyone was 
in need of basic information about the whole subject. 


Preparation for this book 


Keeping all thisin mind, the present book was written firstin Hindi and Marathi, and 
now weare bringing out an English version. The writing of the book wasa year-long 
process. Itincluded attempts to discuss the monographand the viewpointit expressed. 
Wealso gathered experiences from a number of people. We talked to people whohad 
undergone these techniques and interventions into their reproductive processes. 


We met doctors working in the Family Planning Clinics, and specialists from the 
infertility clinics. The emphasis was on meeting those doctors who, even as they 
worked within established structures, nevertheless tried to strike out a somewhat 
different path and look for alternatives. We also met activists working for adoption 
agencies and institutions and exchanged views with all of them. 


Besides these, we madespecial attempts to meet collectives and individuals engaged 
in developing an alternative perspective, and working towards developing a social 
consciousness based on it. All over the country, there are organisations who have 
campaigned against particular techniques, and also as many organisations engaged 
in developing alternatives. 


The Rural Women’s Liberation Movementin Arakkonam in Tamil Nadu, is engaged 
in developing an awareness of reproductive processes and contraception and particu- 
larly in propagating the use of non-invasive methods like the condom. 


A group from Hyderabad have madea collective attempt to writea book in theregional 
Telugu language on women’s health, which would be relevant to their local condi- 
tions. In Delhi, the Samudayik Swasthya Karyakram (Community Health Programme), 
an ongoing programme, attempts not only to understand menstruation but also to 
understand one’s fertility by being able to recognise the other changes related to the 
reproductive cycle. Onesuch programme hasalready beencarried outin rural Madhya 
Pradesh. And the women from Ajmer district in Rajasthan have even used their own 
pictures drawn in their characteristic style to make available knowledge about the 
body in a book by the same name ‘Sharir Ki Janakari’. 


A unique project, ‘Shodhini’ was carried out simultaneously in seven states in India. 
Itis an attempt to nurture one’s health through understanding the use of indigenous 
herbsand medicines. Every attemptis being made to validate women’s knowledgeand 
ensure its social acceptance. 
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Our attempt has been to make the book as comprehensive as possible through 
discussions with several such organisations. We have tried to strengthen our view- 
point by relating it to their valuable experience and analysis. We also attempted to 
discuss with them the viewpoints and the method of presentation of the earlier 
monograph. 


Alongside have been our attempts toshare with other people our understanding of the 
various aspects of these technologies. It was a continuous process of workshops, of 
talks and through it, of mutual learning. We attempted to present this technical 
information to every woman who was curious. Some who had no knowledge but 
wished to know more and some, though apparently educated who knew nothing of 
these matters. 


From this evolved a method of presentation which communicated the necessary basic 
facts in a simple manner but without simplifying too much. Writing in the regional, 
local languages was an advantage inbeing able to achieve this sort of communication. 


Not language alone 


Although writing in Hindi and Marathi was an advantage, it did not fully solve the 
question of idiom and choice of phrases. The cultural context of most words used for 
reproductive organs and sexuality made it difficult for us to choose the right words. 
The reproductive organs are generally not talked about, and if they are, the terms used 
are fairly difficult, derived fromscientific and technical terms. Besides, the words more 
commonin thespoken language are identified in today’s social context with obscenity, 
and with personal insult and humiliation. The social attitude towards sexuality and 
reproduction is narrow, anti-woman and riddled with prejudice, and obviously this 
is reflected in the language which reserves these words for insults and humiliations. 


The question before us was: which terms would we choose — the commonly spoken 
or thescientific? The problem is not so acute for usin this English version since English 
is not a language rooted in our cultural context, so scientific terms did not appear too 
strange. Weare aware of the similar conflicts that have been faced by English writers 
from English speaking regions and communities. We have benefited from the thought 
they have given toitand the work they have putin to evolve anew language. With the 
evolution of new ideas, itis necessary that this process, the evolution of anew language 
should also begin. A language, even as it consists of familiar words, by the change in 
context becomesa very different method and medium of communication. 


This too is a continuous process and our attempts are a beginning. In the Hindi and 
Marathi books we have used various kinds of word. Words which were easier to use, 
words which invoke an intimacy and feeling of personal closeness, words which at 
least donotcommunicate entirely the wrong meaning — we used allsuch words freely 
irrespective of the language they came from. At certain places we also explained the 
reasons for choosing a particular word or term. Wecannot even begin to claim that this 
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use of words has been fully adequate. But what we can say is that, while writing the 
book we have been conscious of the use of language. 


Anda few words about this English version. Since there is already a lot of material on 
these issues in English, at times the text may appear too explanatory. We would like 
toemphasise that the purpose of the book is to include in the discussion more sections 
of women. Hence, firstly, there isno presupposition of any degree of familiarity with 
the material on the part of the reader. Similarly, there isnoassumption of any familiarity 
about the underlying issues and debates. Secondly, we have contextualised the 
discussions to our situation as is the case in the Hindi and Marathi versions. 


The structure of the book 


We begin with our view of the family planning programme. The main context of 
reproduction today is the programme which, while it goes under the name of family 
planning programme, is in reality a population control programme. A population 
control programme that is closely related to international politics. It is through this 
avenue that reproductive techniques are being made available by the state and the 
different international powers. This programme intervenes significantly into repro- 
ductive technologies. We felt itimportant to discuss right at the outset, the national as 
well as the global politics of population control along with the family planning 
programme. 


The next step is to understand the reproductive systems of our bodies and how they 
work. Twoseparate chapters deal with the external and internal organs of the female 
and male reproductive systems. They also include information on menstruation and 
conception as well as some reflections and questions on sexuality. 


The book then deals chapter-by-chapter with the different techniques of contraception 
_ and infertility management. It is our firm opinion that the same established social 
values and understanding about the body are behind all these techniques. But every 
individual technique has its own specificities, so that each has tobe tackled individu- 
ally. } 


First of all we talk about some of the prevalent and accepted contraceptive methods. 
These include barrier methods by which external appliances are used to prevent 
conception, IUDs which when inserted into the uterus occupy space and prevent 
implantation of the fetus, sterilisation methods which are permanent methods devel- 
oped for both men and women, and abortion, the oldest, the centre of many controver- 
sies but still a widely prevalent method. 


Before going into thenew techniques which are now being developed orhave recently 
been introduced, we thoughtit necessary to discuss two aspects of the system within 
which reproductive technologies are being ‘developed. Firstis a discussion of clinical 
trials which are used in developing these methods. Besides our analysis of these 
clinical trials and our comments, we also thought it necessary to clarify how we 
perceive the understanding of science which underlies the development of these 
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methods as this understanding is important in determining the direction of new 
research. 


Similarly, responsible for this direction are the multinational corporations which 
investin scientific research and then use this new research to extract profits. We have 
described here in detail the story of one particular IUD, the Dalkon Shield, as it reflects 
very well the irresponsible practices of these corporations. 


We then go into hormonal contraceptives which in themselves arenotnew techniques 
but representa new kind ofinterventionin the entiresystem of the body. They include 
the daily pill, the long-acting injectables which have been developed to have effect 
lasting up toa few months and the implants aimed at effects lasting over a number of 
years. we discuss next the anti-fertility vaccines, which are in the process of being 
developed but which are already being popularised vigorously. Their possible effects 
and other issues can be discussed fully only if and when their development is 
completed, but their very basis in which reproduction itself is seen as a disease, is 
disputable. 


After this series of contraceptives, we have talked about fertility awareness, a process 
in which we can know and become familiar with the changes in our body in sucha 
way that we ourselves realise when it is possible for us to conceive and when not. It 
is only then that we can begin to talk about our owncontrol overreproductionand only 
on the basis of that knowledge can weadoptcontraceptive methods ofour own choice. 


After the contraceptive methods, we then talk about the situation where the problem 
is the inability to have children in spite of all attempts. Since the reasons behind not 
being able to have children are different for each individual, unlike contraceptives 
there are no standard methods here. Each situation has to be diagnosed and treated 
individually. 


However, some methods are now being developed in which an attempt can be made 
to have a child without really treating the cause of a couple’s inability to produce a 
child. These interventions too are directed atwomen’s bodies and the benefit claimed 
is that with their help, in principle, all women can give birth to children from theirown 
bodies. 


First among them is the common method of artificial insemination which is recom- 
mended when there is some difficulty with the man’s sperm. Today this process has 
been made more complex with the availability of techniques for freezing and thus 
preserving thesperms. Thesecond is theso-called test tube baby or in-vitro fertilisation 
(IVF) which simply means fertilisation outside the body. This is supposedly the most 
advanced technology developed today specially for the condition in which the egg and 
the sperm are not capable of meeting for fertilisation because of some obstacle within 
the woman’s body. This method hasbeen much praised, but what the woman’s body 
has to pass through in the process is never mentioned. We have fundamental 
differences with the viewpoint that underlies these and similar methods and we have 
put them forward explicitly. 
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In the end, we talk about those methods which look for a social solution to the social 
problem of childlessness. Chief among them is adoption — to fulfil one’s need by 
making an unknown, entirely different child one’s own. We think that this is an 
important method and have talked aboutitin detail. Atthe same time, there are other 
very creative ways in which one’s own needs can be fulfilled without necessarily 
having ‘one’s own’ child. These are unique attempts by different persons to tackle the 
socially defined pain of childlessness. This is a small but conscious effort to take these 
attempts out of the category of exceptions and make them part of thesocial mainstream. 
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THE FAMILY PLANNING 
PROGRAMME 


From planning to control 


Malinovsky has described how the Trobrianders did not believe that sexual inter- 
course is the cause of having children. According to them, the manhad noroleto play 
in procreation. They believed that the souls of their ancestors are reborn as children 
through the medium of women’s bodies. Because of this they had a matrilineal family 
structure. They pointed out that if sexual intercourse gives rise to conception, how is 
it that a woman does not conceive after every act of sexual intercourse. 


Another writer goes further and comments that it is our culture, our social structure 
that determines what we understand by conception and reproduction and that this 
understanding in turn determines social structure.She was talking about the Western 
(or the Northern, as they are now called) countries and the technological interventions 
being carried out there in the situation of childlessness. 


According to her,asmore and more peoplehad toadopt these methods, pregnancy no 
longer remained a simple process. In the interest of popularising technology, the 
simple story of the egg from the woman’s body and the sperm from the man’s body 
mating to form the foetus, was being further and further complicated [5] 


That, however, is as far as the developed, Northern countries are concerned. Here in 
the developing, Eastern, or Southern countries, people are being forced to relate to 
pregnancy and reproduction in the context of contraception and that too with reference 
toincreasing population. Here itseems that conception and giving birth toa child are 
the simplest and most straightforward of matters. What is in fact complicated, or 
problematic, is being able to prevent conception at will. In fact, here people have almost 
been made to feel thatevery act of sexual intercourse is destined to result in conception. 


Our understanding of reproduction thus changes according to our social structures, 
our beliefs, and available sources of knowledge. While in some societies it is seen as 
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a non-physical phenomenon, contemporary knowledge and science hold it to be an 
entirely physical phenomenon. With the changing figures of population, once again 
our understanding of this physical process is undergoing a change. 


And since we relate to reproduction through population figures, since we are told 
again and again that we need contraception because our population is too large, and 
since itis mainly through the State’s family planning programmes that we haveaccess 
~ tocontraceptives, itbecomesnecessary to begin witha consideration of State policy and 
programmes. And State programmes start from population figures. 


_ Bring down the population, or else. ... 


Today, a war has been declared against ‘unplanned’ reproduction. The weapons in 
this war are various contraceptives. The war is sought to be justified on the basis of 
figures of the increase in population on the earth. 


Every morning we are shown the 
population clock. We areshown 
the rate of increase in the number 
of people onearth. A fear, almost 
a terror, of increased population 
World Pop- is sought to be spread. 


ulation 
(in crores) . On the whole, every species on 


170 this earth has its own methods of 
200 controlling its members. The re- 
300 productive cycleand thelifecycle 
530 of species are interconnected in 
630 (estd.) sucha way thata kind of natural 
820 (estd.) balance is maintained. Human 
intervention has disturbed this 
balance, for both nature as well 
as human beings. It is evident 
that the control over nature and 
life that increasing knowledge 
gave us made human life safer 
and it is here, perhaps, that we 
see the beginning of an increase 
in population. This uncontrolled 
intervention in nature has also 
been accompanied by the de- 
struction of natural resources. 
‘Development’ itself has almost 
‘come tomean making every kind 
of natural resource available for 
human use in every possible way. 
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That human population on the earth is increasing, and that natural resources are 
decreasing are undisputed facts. It is the discourse beyond these two facts that is 
intimately related to the war declared against increasing population. The axiom being 
presented is that the reason for decrease in natural resources is the increase in 
population. Increasing unemployment, inflation, and environmental destruction are 
all being seen as results of increasing population and this fact is hammered into us 
along with the daily population clock. The only reason behind this caricatured 
exaggeration of the seriousness of the situation is that people should plan their 
families. Butsince thisisa war, the decision cannotbe left to the individuals.So,a terror 
is being instilled, while simultaneously, people are being coerced /pressurised. 


However, the issue is that the countries in which these aggressive steps to curb the 
population growth to save the world are being taken are the so-called developing 
countries and India is near the top of the list. The question that arises is, what is the 
situationin the developed countries where the overall living standard is better? What 
effect has the earth’s growing population had on them? In this context, itis necessary 
to take note of the example of Rumania. Because the population there is falling, 
contraceptives are banned, they are simply not available. It is obligatory for every 
woman in the reproductive age group to undergo a monthly medical inspection to 
make sure that she has not been using contraceptives on the sly.[6] 


Whatitmeansis that for those societies the issue of population is different. There every 
facility is being made available to increase population. At the same time every kind of 
pressure is put on women to accept motherhood. Itis perhaps a fruit of development 
itself that many women there have the complaint of childlessness. So, a number of 
techniques are being developed to make it possible for women to become ‘mothers’. 
Every day newer and newer experiments are being performed on women’s bodies to 
help them become biological mothers, while at the same time they are being oriented 
towards the duty of motherhood. 


In sucha situation all the prophesies about the increasing population of the earth do 
not seem so very fearsome after all. On the contrary, it leads to a suspicion that one is 
being madea fool of. The war against population increase seems to have been inspired 
by half-digested half-truths. And itisnot only the contradictions between the figures 
and the specific actions taken in particular contexts which lead us to this rethinking. 
Our reality forces us toreconsider the whole matter. For us, increasing unemployment, 
poverty, and destruction are facts of life. Weare being told that the reason behind these 
is the increasing population onearth. When we begin tosee the hollowness of this logic 
we are forced to think more deeply to understand the real reasons. 


The pointis that when we talk about natural resources we tend to thinkin terms which 
are circumscribed by the boundaries of the nation State. We donot thinkin terms of the 
world, the entire earth, and its total natural resources. We see it in terms of that piece 
of land defined by its geographical situation and political boundaries — the nation. 


The issue is raised in terms of the increasing population and decreasing natural 
resources of the whole world, while answers are searched for within the confines of 
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that delimited piece of land called the nation. That is why in India the question before 
us is that of the increasing population and in Rumania it is that of its decreasing 
population. So, over here, the planning is that of intervening in women’s bodies to 
ensure contraception, over there, it is a matter of preventing contraceptive use and 
intervening into women’s bodies to get them to bear children. 


Butbefore we understand this process of control presented as planning, itisnecessary 
for us to takea deeper lookat the issue of population. Itis said that population increase 
leads toa greater use of resources and is thus the main reason behind their depletion. 
Simultaneously, it is said that since everything on earth is limited, it is necessary to 
check population growth. It is further said that since some countries have very large 
populations, they are responsible for this depletion and their population must be 
brought down at all costs. 


More people, less money ! 


There is something wrong at the level of basic concepts with this seemingly ‘scientific’ 

argument. Somewhere it implicitly assumes that every human being in the world 
makes equal use of resources. Hence a linear relationship is established between the 
number of people and resources used. We can easily see how wrong this ideais, by just 
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looking around. It is evident that the pattern of consumption is very different for 
different classes of people. 


Some time ago we had been totribal villages in Jhabua districtin Madhya Pradesh. Our 
aim was tocarry outa survey of their incomes and needs tohelp evolve a development 
programme that would attempt to satisfy all their needs. In the course of this survey 
we learnta lotas things we feltand believed became translated into figures. Firstly, we 
found that it was quite easy for them to tell us which and how many things they had 
used during the whole year. This was because only a few things were available to them 
of which too they used very little. Moreover, we found thathaving four or five children 
did notmake much difference to their expenditure. In fact every person worked toadd 
directly or indirectly to the income. 


No doubt, their life was one of toil. But nowhere could we see that because of having 
more children they wereconsuming excessively. In fact, the monthly consumption of 
a small middle class family like ours was quite capable of taking care of the needs of 
three of their large sized families. Yet we frequently hear that tribals with their large 
families are responsible for the destruction of the forests. First they are turned out of 
the forests which form such animportant part of their lives, and then they are blamed 
for struggling against the forest officials and obstructing the maintenance and 
development of forests. One is not even aware of how many of the appliances and 
objects in our homes are made from resources from the same forests. 


The same deception operates in the comparisons carried out between the so-called 
developed and developing countries. It is often said that it is uncontrolled growth of 
population in the developing countries that is responsible for the depletion of 
resources and is carrying us headlong toward destruction. At such times, the con- 
sumption by the developed countries is never taken into account. 


If the standard of liv- 
ing of an average 
American or German 
is generalised for the 
five billion people of 
this world then the ex- 
isting energy re- 
sources of this planet 
would be overinnine- 
teen days; buteven if 
the privileged one- 
fourth of the world’s 
population, which 
consumes 80 percent 
of the world’s wealth, 
continue at the 
present rate of con- 
sumerism, the 
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Country Meat Auto Travel Energy Steel Paper 
(kg) (km/capita) (kg coal) (kg) (kg) 
Japan 41 2510 4032 wae D82 222 
United Kingdom 4730 
United States 112 8870 10,127 417 308 
West Germany 6150 ay gf 457 207 
China 24 810 64 15 
Mexico 40 1689 33 40 
Turkey 16 958 149 8 
Bangladesh 69 5 1 
India 2 | 307 20 3 
Indonesia ~ 274 21 5 
Nigeria 192 8 1 


Amal per capita omsunpticn 1987 - 1990. 
Fran Women, Pooulatian and Glabal Crisis by Asoka Banchrage, Zed Books, 1997. 


world’s oil resources will be finished in about fifty years. We would thenneed twomore 
planets; one for more resources and the second to dump our waste.[7] 


Ifsuchare the facts, can the increasing population of the developing countries be held 
responsible for all the destruction of resources? Is it not necessary to emphasise as 
strongly theneed toreduce consumption? If we take this into account, we would also 
feel as much or even greater need for reconsidering the whole direction of so-called 
‘development’.Sciencehasso far played animportantrolein determining the direction 
of ‘development’, in understanding natural processes, and in controlling resources 
and nature. But can we lookat the increasing population from the same view point of 
control? Since humans are social, and have their own individuality, we cannot look 
at their reproduction as a natural, biological process alone. 


Even as it is, we can already see the result of looking at nature in this way in the 
environmental destruction around us. ‘Development’ has come to mean establishing 
control over nature in every way. While development has given us weapons, nuclear 
energy, and arising standard of life, etc., there has alsobeen great developmentin the 
matter of disrupting natural cycles in the name of control. 


Developmenthas intervened into every natural cycle, whether it is the familiar cycle 
of the weather or the biological cycle connected with the fertility of soil. The bleak future 
diminishing energy and other resources is not due to increasing consumption alone, 
and has beenas much due to the disruption of these cycles, and the breakdown of these 


The Family Planning Programme 15 


balances. The process of developmentandits fruits aremuch more responsible for this 
state of affairs than the increasing numbers of certain sections of the population. 


Thenext question that arises is whether there is unemployment, poverty and starvation 
in these societies because of excessive population. Is excessive population the reason 
fornon- or under-development? Thisis like asking which came first, thehen or theegg. 
There has beensomuch discrimination thatin mostsocieties some peoplehave always 
lived ina situation of scarcity, continuously struggling with illness, hunger, and lack 
of employment. Such living conditions have made it even more difficult for them to 
come out of their situation. 


For such people more children means more hands to share more of their work. As we 
have said earlier, the addition of one person to the family does not add as much to 
expenditure as it does to income and the ability to work. Humans are natural 
productive beings, an important energy resource. They are wealth. How can they be 
the reason for poverty and starvation? In the words of Gyarsibai, a landless labourer, 


"Children are the only wealth the poor have. We have neither money nor landed 
property. There is nothing else we have. Children are our only wealth. Withevery child 
I feel my hands strengthened."[8] 


In an agrarian country like India, where occupations are hereditary and determined 
by the caste system, a large family would surely prove to be beneficial. In such a 
situation, forcibly imposing a particular family size seems to be an artificial imposition 
which would also have its owneconomic repercussions. Moreover, due to other social 
and cultural factors only sonsare entitled to inheritance, and male heirs are therefore 
considered necessary. Often, this too is instrumental in giving rise to a large family. 


From this itshould be evident that thenumber of childrena family may haveisnotsuch 
a simple matter, and merely a government policy that every family should have only 
acertain number (one or two) of children in order to check population growth, is likely 
to remainon paper. Further, itis alsonotasif there is one opinion or view in this regard 
within the family. The family is a social structure in accordance with patrilineal and 
patriarchal values. The needs of that structure and the needs of individuals living 
underit oftenclash. Itis necessary to givea littlemore thought to what these needs are 
and whose needs in the family they represent. 


According to one calculation, the average American baby repre- 
sents twice the environmental damage of a Swedish child, three 
times that of an Italian, thirteen times that of a Brazilian, thirty 
five times that of an Indian, and 280(!) times that of a Chadian or 


Haitian because its level of consumption throughout its life will be 
so much greater.[9] When this is the case can we just compare the 
birth rates for different parts of the world and make any claims 
about the ‘population problem’? 
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Birth control, not population control 


The family structure prevalent today is founded on discrimination. In this structure 
women’sexistence is confined to marriage and later tomotherhood. Even within that, 
the sole objective of her life is to producea son to carry forward her husband's lineage. 
And for this, every kind of pressure is brought to bear on her. 


Firstly, there is the direct/ indirect pressure due to the fact that the woman is dependent 
inall ways on the man. Whether the manis the father, the husband, the brother, or the 
son, the woman cansurvive only because of his support. This is what society believes 
and this is also what she comes tobelieve. Everything belongs tothe manand itis only 
through him that she can have access to a house, a name, and to any sort of identity. 
Itis very difficult for her in such circumstances to be able to carve out anindependent 
existence, to be able to autonomously take decisions about her life. 


In such a situation she receives recognition and acceptance only by becoming 
someone’s wife, and someone’s mother. It would seem, that the main reason why the 
whole structure of marriageand family has been constructed is to pin down unambigu- 
ously the paternity of the children a woman bears. Maternity is obvious since the 
children are clearly borne by the mother herself. But since the contribution of the man 
to reproduction is confined to conception, to determine paternity unambiguously it 
becomes necessary to ensure that the woman does not have sexual relations withany 
other man than the father of the child. Itisin order to ensure this that society sanctions 
sexual interactions only within the restrictive institution of marriage. 


And perhaps, this is one of the reasons that so many restrictions have been placed on 
women, and their lives castintoa mould. Alongside, myths have been developed like 
the one that holds women’s bodies to be but mere instruments. A woman’s body has 
beencompared to the earth while the man’s contribution is equated with the seed. This 
conception sanctifies all norms of the patrilineal family because it is the seed which 
decides what the crop willbe. Once this is accepted, itis evident that the children will 
belong to the father’s clan and will inherit his family name, as well as his caste and 
religion. This implies that the woman has no qualitative contribution to make. The 
mother as earth can at best give different degrees of expression to the qualities 
possessed by the seed, she is incapable of contributing to any fundamental change in 
its genetic species character. 


This viewpoint reduces women to wombs, toreproducing machines that produceand 
nurture children for their husbands. From her childhood she is prepared for this role 
and moulded in accordance with it. All of society, the State, her family members hold 
this same viewpoint towards protecting her virginity for her husband tobe, ensuring 


her chastity thereafter, and giving her the role of looking after her children all through 
her life. 


But however much society may think so, however much her family may desire, a 
womanis nota machine~sheisa living human being. A person with her own desires, 
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her own life, one who wants to do many more things in life besides giving birth to 
children and rearing them. 


Given this, some degree of control on her own reproduction is a felt need for every 
woman. Where there issome communication between manand woman, where there 
ismutual respect between them, control over reproductionisa mutually feltneed. There 
would only bea very few, isolated cases in which women would wish to go on bearing 
children indefinitely. Every woman desires to have some control over her own 
reproduction and is prepared to go to great lengths for it. But which methods will be 
desired by which women, which ones they would be able to use, depends very much 
on their social situation. Evenmoreimportantis, when they would like tohave children 
and when not. That too is determined by their situation. 


Many times, these decisions become a cause of tension between the woman and her 
family. More often, decisions are taken by the husband and in-laws and enforced on 
the woman. Itis because of these tensions that often the State and other institutions are 
successful at playing their game and at their manoeuvring tactics. That 
is also why the demand and the need for birth control can be fulfilled ; 
under the banner of population control programmes, inthe courseof / ogramme iunposed 
which women’s bodies are the target of attack. without regard for 
people's needs, espe- 
cially women's need, 
has not succeeded and 
will never succeed. 


A Family Planning 


Whatis mostimportant for us is thatall women desire control over their 
reproductive power, over their fertility. Moreover, all people desire to 
plan their families according to their requirements. For this reason, a 
family planning programmeimposed withoutregard for people’sneed, 
especially women’s need, has notsucceeded, nor willitsucceed.It becomes necessary 
to take a lookat the sequence of events in this context, to understand how the focus of 
these programmes in India shifted from birth control to population control. 


From active persons to passive targets 


During British rule in India, many social reformers had raised their voice against the 
helpless situation of widows and against child marriage and had made many attempts 
to alleviate their sufferings. Many different methods had been adopted by them. 
Upholders of women’s education like Savitri and Jyotiba Phule opened schools for 
women, while Dhondo Keshav Karve arranged for women’s education at the univer- 
sity level. 


Alongside these attempts at elevating the social status of women, in Maharashtra R. 
D.Karvealso attempted sex education and reproductive awareness for women. Karve 
was not himself a doctor, but he began publication of a monthly called ‘Samaj 
Swasthya’ (Social Health) and also meanwhile ran a dispensary and a counseling 
centre for this purpose. Such efforts were not restricted to Maharashtra alone. 


Keshav Kumar Thakur in his book in Hindi of 1933, ‘Navin Dampatya Jeevan Mein 
Striyon Ke Adhikar’ (Women’s rights in the new conjugal life) puts forward a very 
progressive viewpoint. Writing about women’s health and education he says, “Free- 
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dom is essential for the development of health and education. If there isno freedom, 
neither can health measures be successful nor will education be capable of upliftment 
in life. Life can develop only in freedom. With lack of freedom in life, it is not only 
difficult to benefit from health and education, but well nigh impossible.” 


During this time, the women’smovement had also emerged in the Northern countries. 
One of their main contentions was that to bring about any kind of change in the 
situation of women, it is necessary for them to have control over their reproduction. 
Their experience, their thinking, and their workhas affected the whole world. That they 
also took concrete stepsin this directionis madeevenclearer by MargaretSanger’s trips 
to India. She was a supporter of birth control and even today in India and other 
countries we have family planning centres and clinics named after her and a British 
woman, Mary Stopes. 


In 1932, the All India Women’s Conference had raised the issue of control over 
reproduction ata national level. Sometime later, in 1938, the Indian National Congress 
had decided to make family planning part of its State policy (National Planning 
Committee, 1947). In this way, from being an individual issue, reproduction became 
part of State policy. India became the first country to introduce a family planning 
programme in 1951. 


In the face of existing social values, social structures, and the inequality between 
women and men, the form that planning took in this democratic republic was one of 
control. The policies that were made and the programmes which were implemented 
accepted and validated the well established social beliefs. Hence at every step this 
programme broughtextra pressure to bear on theexploited and the oppressed sections 
of society and only worsened their situation. 


For example, let us look ata few figures for the family planning programme in Thane 
District of Maharashtra. One of the special features of Thane district is a high 
proportion of tribals inits population. The figures for male sterilisation are revealing. 
In 1990-91, while only 5 men weresterilised in the urban area, 450 men were sterilised 
in the rural areas. One of the reasons for such a big difference is that it is easier to 
pressurise rural tribal men than urban non-tribal men because of their lack of 
employmentand the many obstacles to living that they face. Itis often the real reason 
behind the ‘acceptance’ of sterilisation by many. 


With the belief that the 
poor are poor because 
of excessive family size, 
full pressure of family 
planning is brought to 
bear on them and be- 
cause of the compul- 
sions of poverty it of- 
ten succeeds. 


With the belief that the poor are poor because of excessive family size, 
full pressure of family planning is brought to bear on them and 
because of the compulsions of poverty it often succeeds. Analready 
oppressed section is always moresusceptible to further exploitation 
and theStatemakes full use of this vulnerability. Coercive programmes 
become a necessity in themselves and within them people’s needs 
and emotions no longer have any place.Such programmes invariably 
target the oppressed: the tribals, the Dalits, the Muslims,and women. 


In the context of women, the perspective of the State is becoming 
clearer at every step of the process of planning. Itis the responsibility 
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of the State to provide health services. The health services consider women only as 
mothers. The only programme looking at women’s health is the Mother and Child 
Health programme which started with the First Five Year Plan. When a woman’s 
identity is confined to her motherhood it is evident that her needs related to other 
aspects of her social being donot receive attention. In the process, planning has become 
alienated from them. 


Women’sneeds related to reproduction are also catered toina very lop-sided manner. 
Special programmes are runand these target women to use contraceptives which they 
anyway need. All the social questions related to womenand reproduction areignored 
and the only factor taken into accountis that the physical responsibility of reproduc- 
tion lies with women. By emphasising the physiological dimension of reproduction, 
the whole viewpoint becomes extremely narrow and inmany ways itjustifies socially 
accepted beliefs of women’s subordinate position. 


The way in which physiological aspects are looked into is also negating women’s 
overall health. Whenever the issue is raised that certain contraceptive methods are 
harmful and are opposed on that count, invariably the harmful effects are weighed 
against figures of abortion deaths and pregnancy and childbirth related deaths. Not 
using contraceptives is made to be the sole culprit for maternal mortality or infant or 
abortion deaths. In reality, however, throughsuchastand two things are achieved.One 
negating the basic factors like general health status of women, and secondly making 
women targets of population control programmes. 


Further, if the family planning programme fails, that responsibility too is laid at the 
door of women. They are told that it is in their own interest to participate in the 
programme and are offered various incentives and benefits. As we lookat the history 
of the programme, the change in the form of incentives is also evident. 


Of sinful greed 


The first step in the family planning programme was thesetting up of family planning 
centres. But it became clear very soon that the setting up of the centres by itself would 
not ensure the proper implementation of the programme. So, a whole army of social 
workers was mobilised for this purpose. At that time, progress in the sciences was 
giving rise tonewer and newer contraceptive devices. The latest in that series was the 
new intra-uterine device, the Copper-T. 


Before this, sterilisation was the most commoncontraceptive method. After the Copper- 
T was introduced, the attempt was to convince women that it was the best method of 
contraception. It was said thatasa stableand long term method which allows sufficient 
gap between two children, it was a better method than sterilisati on. Attempts were 
made to get people toacceptit tospace their children. For this, the following measures 
were taken: 


* Economic incentives were offered — to doctors, users as well as mediators; 
* Governmentservants were encouraged to workin the family planning programme; 
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e Governmental pressure was exerted on people involved in health and other 
welfare activities to work for the family planning programme. 


These changes were a result of an international politics of population control. Many 
simultaneous events occurred in the 60s. The U.S.Government passed a bill whichsaid 
that of all financial aid given by the United States to developing countries, 40% had 
to be necessarily used for population control programmes. This was also the period 
when the oral pills were being marketed and hence the demand and market for the IUDs 
inthe US. wassuffering asetback. A combined effect of these events was that the Indian 
government receivedalargenumber of [UDsas partofthe Aid package. After this major 
change in the nature of the family planning programme, the next turning point was 
during the emergency in the mid 70s. 


Family planning was one of the many issues that assumed serious proportions during 
that period. Just as the State had committed excesses in other areas, excesses were 
committed in this matter too. At that time, special vasectomy camps were organised for 
male sterilisation. Every kind of pressure was used on hutment dwellers, the rural 
people, and the minorities. Since it was the men who had been so attacked, the ruling 
party had to pay dearly for it. It was ousted from power. No doubt there were many 
reasons behind its ouster including the massive opposition that the party had faced, 
but the excesses committed in respect of vasectomies played an important role. 


The new governments have learned their lesson well. Itis not that they have brought 
about any change in the fundamental ideas about family planning, but they have 
certainly brought about a change in some of their methods. First of all, emphasis on 
male sterilisation has disappeared. The responsibility, which had always been 
considered as woman’s responsibility, was now even more firmly laid on them. 
Pressure was also being exerted on them indirectly. The practice of collecting people 
at random from the roads and the bastis and taking them to sterilisation camps was 
now stopped. But the pressure on women who approached the hospitals for abortion, 
for deliveries, or for vaccination of their children continued. In Rajasthan in the 80s 
during conditions of famine, only women whoagreed tosterilisation got work on the 
employment guarantee programmes. The excesses did not end, they only changed 
form, and once again women from every oppressed section became their targets. 


Now women employees are being pressurised to ‘encourage’ women to join the 
programme.Emphasisis given tonumerical targets. Whoare thesewomenemployees? 
They are all those anganwadiand balwadi (community créche and school) workers, 
midwives, nurses, and rural women leaders working in women’s development 
programmes whoare mainly from the communities they workin. They comeinto direct 
contactwith women from the bastis and the villages. They workin spite of the extremely 
low pay and are often forced to act against their own beliefs, which pits them against 
the womenaround them. To meet the targets imposed on them by their work, they exert 
pressure on their community women and are often isolated from those very women 


who could have offered them succourand support. Asa result they are forced to choose 
between loneliness and wage cuts. 
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Even here, the hierarchy that permeates the State stands out. At the lowest rungs 
employees have to face the possibility of an attack on the very means of their 
subsistence, while at the higher rungs they receive promises of colour TV sets and 
promotions. Their greed for thesemakes them pressurise their underlings even further. 
And so the whole programme proceeds in a direction where, in the first place, we 
women are coerced without any attempt to understand our needs. Secondly, by the 
pressures exerted on some ofus, the potential solidarity amongst us is broken, and we 
are separated from one another. 


Wethinkitis appropriate to present here the experience of one of our friends from Pune 
who works on health issues in a nearby rural area. She says, 


“In many of the families in the villages, the man has two wives. The second wife is 
almost always very young and there is quiteanage difference between her and the first 
wife. The first is already disturbed by her coming. This increases the distance between 
them. The poor second wife is completely isolated. Even when it is not the husband's 
second marriage, a very young bride is anyway all alone in the in-laws house. She is 
often extremely ignorant about sexual relations. There is little possibility of establish- 
ing any communication with her husband. There is also the increasing fear of venereal 
diseases brought about by urban influence. She is quite disturbed by it all. In this 
situation, the health worker, who is often her own age, could become her friend, her 
confidante, could help her out, help her choose proper contraceptive methods. But the 
poor health worker is so snowed under by her work and her targets that there is little 
possibility of establishing any communication. So both remainalone, unable to share 
their joys and their difficulties. In this way State policies are obstructing sisterly 
relations between us, of our coming nearer to one another.[10] 


And this is more or less the situation everywhere. The emphasis of the State has all 
along been on getting, in whichever way possible, as many people touse contraceptive 
methodsas they can. To give women more information about their bodies, to change 
their conceptions about menstruation, to change the social viewpoint—none of this is 
of any importance. What are useful then are just those contraceptive methods being 
developed by medical science today. Today thenature of the family planning programme 
and available techniques are developing in tandem, complementing each other. 


The emphasis of government programmes today 


Instead of coercion to perform permanent sterilisation, the emphasis of government 
programmes has today moved toa ‘planned’ family and proper spacing between two 
children. It is difficult to say that this change in emphasis has been brought about by 
an increasing recognition of people’sneeds. It would seem that the factors which have 
had a much more important role to play in this change in emphasis are : increased 
technological control over reproduction; the global war against the increasing popu- 
lation of the developing countries; and an increase of indirect rather than direct 


coercion. 
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In many countries legalising abortions is an issue still under intense debate. In India, 
abortion was legalised in 1972, with the rationale that illegal abortions are performed 
in unhygienic conditions and are harmful and often fatal. Even twenty years after its 
legalisation, the number of illegal abortions in India is very high. Looking back at it 
today, it appears that the main reason behind the legalisation of abortion was more 
than likely that of population control. 


Ithas been the experience of many organisations working inrural areas that unmarried 
women, womenjilted by their lovers, women who have been raped, especially those 
raped by near relatives, still opt for illegal abortions performed behind the backs of 
society. Incities like Bombay there areno doubtsome private hospitals which perform 
abortions with no questions asked. But in the rural areas there are no such facilities, 
and in such situations legalised abortion makes no difference because social norms 
have not changed. 


When a married woman goes in for abortion at the government centres she faces a 
different set of pressures. In most of these centres there is pressure for sterilisation or 
insertion of Copper-T immediately after the abortion, inspite of medical opinion to the 
contrary. Immediately after abortion the uterus is ina very delicate condition and itis 
not safe to insert a Copper-T, buther painis considered less important than controlling 
births and the contraceptive is imposed along with abortion. As long as State policy 
is coercive women will hesitate to approach legal abortion centres and will get 
abortions performed illegally, in unhygienic conditions. 
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As long as social attitudes are not taken into account and no firm steps are taken to 
change them, in spite of the availability of simple, advanced abortion techniques, 
abortion will continue to be performed every wrong way. Unless abortion is dissoci- 
ated from coercion, unless it is recognised as a right, illegal abortions will stay with 
us. 


Today, while older techniques like abortions are being simplified, the emphasis and 
direction of research has moved tonewer methods. Underlying it isa strange concep- 
tion of whatis acceptable to people. For example, the idea that experimenting various 
contraceptives on women has the acceptance of ‘society’, underlies the fact thatthenew 
methods that are being developed are only for women. 


We shall later consider in detail what is the logic behind each of these methods, how 
they work, etc., butitshould perhaps be sufficient to say at this point that thesemethods 
are being developed with an emphasis on long acting contraception. Some of these 
devices which work for three to five years are such that once inserted into women’s 
bodies they can only beremoved by those who place them there. Which means thatnow 
such methods are being imposed which leave no control in the hands of the users. 


Without proper trials, without proper assessment of their impact on social health, these 
are now being made part of nation-wide programmes. And the excuse being given is 
that of women’s need foraneffective, safe contraceptive. Secondly, many women face 
opposition from their families. Not everyone supports their right to a free decision. 
Taking advantage of this situation, methods havenow been developed which may be 
used without the knowledge of family members. Without bringing about one whit of 
change in social attitudes, advantage is being taken of women’s helpless situation to 
foist on them methods which concentrate all control into the hands of the providers. 
Itmay perhaps help women take an immediate decision, buthow much freedom will 
they achieve by handing over control over their bodies to someone else? 


Inits new form the programmeis attempting to havea totally new look. Once againin 
the recent past, as late as in April 1996, the family planning and the maternal and child 
welfare programmes have been combined underanew name‘Reproductive and Child 
Health Services’. We are told that we are moving towards a target free approach. All 
new terminology notwithstanding this seems to be the old medicine in absolutely new 
bottles. Although we are talking of reproductive health, in no way are the services 
different from those covered under maternal health. Is reproduction just the same as 
maternity? Family health again means health of mothers, the basic immunisation of 
children, prevention of some of the common diseases for infants, and motivation ofmen 
for using condoms or undergoing vasectomies. Is this what is enough for keeping a 
family healthy? 


Making the programme target free isjust liberating the health workers from meeting 
method related targets. Ina very clever moveitis being made out that targets were there 
just to be able to evaluate the work of these lower level health workers. So the manual 
for implementing a target free approach concentrates a lot on the various forms that 
the CHWs and the ANMs would have to fill toshow the work that they have done, but 
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still summarises the con- 
cerns of the programme in 
the first few paragraphs of 
the report with the following 
words: 


The objective of the Family 
Planning Programme is to 
reduce the birth rate. Contra- 
ceptionis only aninstrument 
for bringing about a reduc- 
tionin the birth rate. The suc- 
cess of the programme with 
reference to the objective can 
bejudged only on the basis of 
the reduction of the birth 
rate.[11] 


So the facade now is of set- 
ting of targets by the health 
workers themselves taking 
into account the wishes and 
needs of the community they 
are working for. The final tar- 
gets are fixed for the nation 
and the state. How indi- 
vidual regions achieve these 
is left to the individual com- 
munity and thehealth worker 
to decide and figure out. 


These changes have been 
brought about after the UN 
International Conference on Population and Development held at Cairoin September 
1994 where the emphasis was on paying attention to reproductive health. In India we 
are still at the stage of formulating the new form of the programme and ways of 
implementing it. It is probably too early to say anything definite about all the 
implications of such an approach. On the face of it, however, as we said earlier this 
seems to bea variation of the same things that have been going on for so long. 


The programme still has a single aim — prevent people from having children in 
whatever way possible. How the new methods will help further this aim and how to 
make people accept them is studied, but what people feel aboutit all is never studied. 
The programmeis founded on the belief that preventing people from having children 
is the overriding need of the hour and that this decision too has tobe taken by the State. 
The State in the first instance does not believe that people have the desire or the need 
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to plan their families and the programme is built around this assumption. However, 
we believe that this initial premise is itself erroneous. 


Family Planning, our right 


Dr. Manjari was taking a round of the hospital as usual. She was the medical officer 
responsible for this urban health centre. Some time later she noticed a woman following 
her around. She was carrying an infant. Dr. Manjari thought to herself that she must 
have come for an abortion. But there was no abortion camp planned for that day, so 
Dr. Manjari asked the woman to go away. She would not. 


“Doctor, I don’t want an abortion. Just get me a Copper-T or any other device.” 


The doctor tried to make her understand that a Copper-T should not be inserted at any 
random time of the menstrual cycle. But the woman would not go away. 


“Doctor, I must have a Copper-T. Up till now I did not want anything because my 
husband was in the Gulf. But now that the Gulf war has begun he has returned. Now 
Ineed to have something. Neither henor anyone in the family understands anything. 
I will have to do something myself without telling them. Just go ahead and insert the 
Copper-T”.[12] 


This is an experience from an urban basti. A strong demand put forward by awoman 
about her need. 


An activist working among the tribals in Thane District in Maharashtra was telling 
us about her experiences, 


"We decided that our slogan would be ‘family planning, our right’. The whole of the 
health centre was in an uproar, they did not understand what to do with us. Here we 
were asking for family planning, but on our own terms. You tell us what the benefits 
and ill effects of each technique are, and we shall decide which one we shall use. You 
can no longer treat us like a flock of sheep who can be made to do what you feel like.” 


This is organised thinking where people have been able to come together. Here an 
atmosphere has been built where it has become possible to articulate issues clearly. 


A group of women in Delhi working for the Sabala Sangh found in the course of their 
investigations related to health that many women complained of problems after 
tubectomies. The doctors kept saying that there were no ill effects of the surgery. 
Women’s experience, however, said something very different. They conducted a 
survey of women who had undergone the surgery, got ‘hard’ facts as required by the 
medical community, and then went to the health centre asking for specific relief for 
women who had undergone tubectomies there. They also put forward the minimum 
precautions needed for anyone to undergo surgery at that health centre at least. Under 
the pressure of this informed, collective voice, the health centre had to accede. 
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This is what women withinformation demand and achieve. Their health isimportant 
and they know what they want. They accept the surgery but with the necessary 
precautions. 


Asmall group of women from rural Andhra Pradesh undergoing an intensive training 
for women’s health learnt how to chart their fertility cycles. Some of them were 
illiterate, unfamiliar with the concept of keeping written records. They evolved their 
own symbols for the entries in the charts and not only maintained them but also taught 
many more like them to do so. 


There are efforts not only to critically examine the routine and new methods that are 
being offered by the FP programme, but there arealso enthusiastic initiatives to know 
more about the body and evolve alternatives. 


These experiences arenotsufficient to fitinto the technical rigour required by academic 
social science disciplines. Perhaps it is not proper to arrive at a clear cut conclusion, 
a general proposition on their basis. But on the basis of many such experiences, we 
thinkitnecessary toassert that planning the family isa women’sneed. Itisan essential 
step in their acquiring control over their own lives. What, then, needs to be done? 


Itis our opinion that any attempt at control that tries to take advantage 
It is our opinion that of women’s helplessness, need and necessity is not going to succeed. 
any attempt at Quite to the contrary, such methods create a situation thatis the opposite 


control that tries to ofthe onedesired. 


take a ge tage Of EvenState sponsored studies conclude that preventing child marriages 
women’s helpless- and pregnancies at a very young age will bring down the rate of 
ness, need and neces- population growth. Steps are also taken against it. Legal enactments 
sity is not going to _ prohibiting child marriages are promulgated, but unless social attitudes 
succeed. change, unless they are reoriented in the interests of girls in all aspects, 

these provisions will remain on paper. 


Another such issue is that of education. Every study points out that educated women 
tend to favour use of contraceptives to plan their family. But which and what kind of 
education is in itself an issue. If women who are educated are able to decide and plan 
the family more easily, itis because of their changed economicstatus, the change in their 
own attitude towards themselves, as well as a change in society’s attitude towards 
them. Whether these changes come about through formal education or otherwise, 
women would be in a position to decide on planning their families. Similarly, if the 
system of education is such that it does not bring about these changes, her situation 
will remain as bad, however much she may be educated. It is not education in itself 
which is important, but all these other changes which become easier because of 
education. 


If families are to be planned, thenit is important that women develop a different kind 
of relationship with reproduction, understand the changes that take place in the course 
of the reproductive process, learn to recognise them, be aware of their own bodies, and 
develop a perspective based on this awareness. It is necessary to find what kinds of 
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methods are required to achieve these processes. We believe that these methods will 
be moreeffective than those based on greed and coercion. Instead of taking advantage 
of anyone’s helplessness it is more important to help make the person capable of 
struggling against that helplessness. And the first step in this direction is reaching 
relevantinformation freely and openly. 


Desire for knowledge : prejudice 


Womenatlarge are derided for theirignorance to the extent that others, whether it be 
family members or the State, take decisions on their behalf. The common opinion that 
women do not even want to know, becomes the basis for further strengthening this 
ignorance. If this toois overcome then yet there is the hurdle of thenotion thatwomen 
cannotunderstand anything. And so the vicious circle continues to tighten—ignorance 
becoming a reason for not even beginning to give information leading to an increase 
in that ignorance. | 


Desire for knowledge : our experience 


Baroda:Somepoor, illiterate,and marginalised Muslim women whowere part of the 
Norplanttrials. Their need for a contraceptive forced them to use this unknown, new 
method. Westillremember their eagerness in wanting to know what this Norplant was. 


Bombay: Another woman like them, fifth standard passed, Savita. She hasbeen living 
in this metropolis for the last ten years. We were telling her about menstruation. The 
egg stays in the body for only two days and that is when sexual intercourse leads to 
conception. Her face lit up when we gave her this information. “Yes, when I had 
relations five days after my periods, my first child was conceived. I know quite well 
when each of my children was conceived. ” 


Delhi: A bastiof the riot affected, established in the wake of the 1984 riots. A voluntary 
organisation working in the area for the last few years took up an experiment with the 
women. They have been learning to identify their fertile period on their own. The 
women from the basti themselves learnand teach the other women around them inan 
open atmosphere. 


Arakkonam: About30-40 Tamil speaking women sitting with usin asmall, beautiful 
classroom of an institution in this small town. We, who do not know their language, 
talkin English about the complicated chemical balance of the menstrual cycle. Our first 
attempt to do so. In front of us are open faces, eager to learn as much as possible, 
prepared to assimilate their learning. 


Bombay: A workshop with some community health workers.Some of them are from 
the rehabilitation colony of leprosy affected patients and some have themselves been 
cured of leprosy and now continue to work there. “We know about the egg and the 
sperm. But tell us how the whole process is controlled.” 
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There are many such images, many such experiences, which encourage us to say 

loudly and clearly that all the talk about how women cannot understand things, of how 

they donot want to know, of how they are tooshy tocome forward, etc.,iscompletely 

baseless. Our understanding convinces also tell us that allsuch arguments area form 
of running away, of excuses to cover inadequacies and failures. 


These interactions are the beginnings of the attempt to write this book. This bookis our 
way of looking at our information in the mirror of our experiences, of relating 
technologies to social attitudes, of evaluating our personal needs against the broad 
canvas of society. Inshort, of trying topresent together our experiences, our needs, our 
knowledges, and our lives. 
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THE REPRODUCTIVE SYSTEM 


Women, sexuality, and the process of reproduction 


“Shall I show you something?” Our twelve-year old friend, Sayali, was asking us, her 
eyes alight with mischief. We thought something was wrong.She was turning around 
and trying to find a particular portion ofher skirt. Turning backand attempting to check 
the clothes ina manner we were allso familiar with. But what could beso special about 
it? Before we could speculate further Sayali had found the small brown spot she was 
looking for. Three months ago, on her birthday, little Sayali had become a young 
woman. For the last three months she had had her period regularly. Everything was 
in place. Since she knew aboutit from the beginning she had taken it in her stride and 
accepted the change as a matter of fact. 


Sayali’s mother wassitting with us. She too wasa friend to her little daughter. Looking 
at the spot, she wasa little worried. “Are you bleeding too much?” “Oh, no! not at all! 
Today I didn’t have any bleeding soI went to school without a pad. But what fun! All 
the girls in my class were calling me and showing me the spot, but! wassitting pretty. 
Why fuss about it so much?” We were quite impressed by Sayali’s free and frank 
answer, but we also realised something more. We had always been revolted by those 
spots on our clothes, we had felt dirty. But the ease and openness with which Sayali 
was talking about it made a difference to how we looked at the spot. 


Perhaps Sayali saw it differently because right from the beginning she could look at 
menstruation ina positive manner. Most of us, however, grow up inanenvironment 
where menstruation is looked upon with revulsion, asa curse. In many ways, Sayali’s 
positive attitude gives us hopeand some assurance thatif wemakean entirely different 
beginning, perhaps a lot of things can be changed. It gives strength to our attempts to 
be friends with our own bodies. 
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Knowing one’s body 


As soonas we enter life, the structure and existence of our body is circumscribed by 
a web of relationships between various meanings, ways of understanding and 
thinking, traditions and customs, and established philosophies. This social environ- 
ment is as real and present as our bodies and this is perceived most distinctly in the 
case of reproduction. 


In almost all species the male and the female participate differently in the process of 
reproduction. Butbecause of their completely social existence, in humans this differ- 
ence expresses itself ina wider range of meanings. What we thereforeneed toseeisthe 
combined effect of all these meanings. The structure of the body, the process of 
reproduction, and socialisation — all have to be understood together. 


Women’s and men’s bodies are obviously different, but the main difference in their 
capacities relates to reproduction: women’s bodies are capable of nurturing and 
delivering a child, men’s are not. All those other differences that are talked about — 
for example, those related to muscular powerand strength or certain skills and abilities 
— are all based on intrinsically comparative concepts of evaluation and it is difficult 
to give any meaningful opinion about them. The different parts of the body and their 
capacities areas much influenced by society and the statusit accords toanindividual, » 
as they are by capacities acquired at birth. These two causes are so intermingled that 
itisimpossible to determine whether those differences are due to ‘nature or nurture’. 


Moreover, all life on earth is passing through an incessant process of evolution. It is 
thanks toit that these two-legged, vertebrate, social animals called homo sapiens with 
their ‘developed’ brains havecomeintobeing. Whateffect their ‘social being’ willhave 
onthem and on the future process of evolution, is difficult to determine. Asitis, there 
are already ongoing attempts to strengthen existing disparities and exploitation with 
the help of theories of evolution based on so-called universal laws of biology and 
nature. Attempts are constantly being made to determine high and low, good andbad 
sub-species among humans, asis evidenced by the widespread efforts to give biologi- 
cal justifications to sexism, casteism, racism, etc., all over the world. | 


For this reason it is necessary to be vigilant when emphasising 


Today what is most neces- 
sary is to develop a healthy 
relationship with our bod- 
ies. Because, in doing so, 
we acquire many 
strengths, a ‘self-identity’ 
rooted in ourselves and a 
viewpoint that helps us un- 
derstand our situation and 
struggle against it. 


biological differences. There is an entire body of thought which 
believes that the structure of women’s bodies which enables them to 
give birth to children, restricts their capacities in many other areas, 
and this is considered tobe at the root of their exploitation. Another 
schoolbelieves that women have the power to give birthand fearful 
of this power, men and society place restrictions on them in an 
attempt tocontrolit. 


Between these two viewpoints is the very wide space of our experi- 
ence of our own bodily processes in relation to our social beings. We 
believe thatitis not all that important to determine whether itis our 
bodies or the fear they invoke which is responsible for our exploita- 
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tion. Today whatis mostnecessary is to develop a healthy relationship with ourbodies. 
Because, in doing so, we acquire many strengths, a ‘self-identity’ rooted in ourselves 
and a viewpoint that helps us understand our situation and struggle against it. With 
this we begin the long journey towards defining new values and a new social 
awareness. Thenaturalness with which twelve year old Sayalirelates to menstruation 
and menstrual blood is a concrete first step on that road. 


Menstruation is at roota physical transformation within the body that expresses itself 
ina visible form every month. Its onset is evidence of womanhood, an indication of a 
new capability the body has acquired. Its menopausal withdrawal means stepping out 
of the fertile span of one’s life. Menstruation is in a sense a symbol of this fertile span. 
During this span, getting or not getting one’s period or its regularity are all signals 
about health. And when a woman’s life is equated to her ability to bear children, 
menstruation acquiresa special status. Before we go deeper into an understanding of 
the physiology of menstruation and women’s bodies, we need to look at the relation 
between human sexuality and reproduction. 


Inallother species, sexual desire showsa regular cycle: the females are sexually active 
only during certain periods and the possibility of having offspring is restricted to this 
period. Hence there is in them a direct equation between sexual desire and reproduc- 
tion. One of the distinguishing features of humans is that their life-cycle is not divided 
into such special periods during which they are sexually active and others when they 
are not. Nevertheless, since conception does require sexual relations between men and 
women, human sexuality is hence an issue that acquires primacy, when talking about 
reproduction. 


Sexuality 


Generally, sexual interactionis regarded to be primarily for reproductionand so,a very 
large part of human sexual experience remains outside this understanding. Take for 
example the words in Hindior Marathi used to denote sexuality, laingikta and younitkta 
which are derived from the penis or the vagina. These words restrict sexual experience 
to genital contact. Not only do they negate the fact that the entire body actively 
participates in the experience, but also the possibility of sexual experience as a deep 
and intimate relationship between persons. 


The first important result of thus equating reproduction and sexuality is that only 
heterosexual relations acquire importance. For centuries, many people have voluntar- 
ily chosen homosexual relationships, but such relationships haveno legitimacy, even 
today. There is a deep seated silence about homosexual relationships and so not only 
are many people forced to hide them but also there are probably many more either 
unaware of their sexual preferences or unable to articulate them. No one knows how 
much mental trauma accompanies such relationships because of societal pressures. 
And likewise,so many others may be forced, by established values, to accept marriage 
~ the socially accepted structure of heterosexual relations. 


32 We and Our Fertility 


Once a natural and normal sexual expression is declared ‘unnatural’ and ‘abnormal’ 
because of social values, it then requires evidence to prove — that there is nothing 
unnaturalin it, that those who have such relationships are perfectly normal, that there 
aremany such people, and so onand so forth. Theirony is that due to such social values 
and marginalisation these figures are not available and it is also next to impossible 
to gather such information. (See BOX) 


Ourbookis about reproduction, and so we too shall be concerned mainly with those 
dimensions of sexuality which are related to heterosexuality and particularly to 
reproduction. In this context, we find it necessary to emphasise that we see them as 
a small part of the wide spectrum of sexual expression. 


A study carried out by an American scientist Dr. Kinsey way back 
in 1948 regarding men’s sexual experiences and in 1953 about 
women’s sexual experiences has received world-wide acceptance. 
He found that more than one-third of men had had homosexual 
relations at one point or another in their life, 10% had had such 
relations for at least three years and 4% had had only homosexual 
relations in their lives. In women, the figures are somewhat lower: 
13% of the women had had lesbian relationships.[13] 


No such studies have been carried out in India, but such experiences 
in ancient times are mentioned in works like the Kamasutra and 
depicted in temple sculpture. 


Since the stress in heterosexual relationships is also on reproduction, only a certain 

kind of heterosexual interaction is socially accepted. Its mostimportant and necessary 

component is believed to be penetration of the penis into vagina and the sexual 

pleasure that the man derives in the process which leads to ejaculation. It is mainly 

believed thatit is the man who has the right to the pleasure of the act, and the woman 
_toconception. | 


An open look at secret organs 


Because of such an understanding of sexuality, we, women, have a very incomplete 
acquaintance with our bodies. While we give somuchimportance to the faceand other 
visible parts of the body, there are other parts that receive scant attention. These parts 
are so tied up with the idea of dirtiness that they are not even looked at, leave alone 
properly cleaned. We shall begin to understand the process of reproduction by 
acquainting ourselves with these reproductive organs, the so-called secret organs 
always kept hidden. 
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A little girl one day went to her mother very pleased with her discovery. “Mamma I 
looked carefully, and I found that have three holes at the bottom. One for the pee, one 
for the shit, but what is the third one for?” 


This becomes a crisis for the mother. The little girl may be admonished oreven punished 
for touching herself ‘there’, or this process of observation may be encouraged.She may 
be told that she will not understand it and the whole issue may be side-stepped, or she 
may be told about the importance of that hole. In itself the power of observation 
displayed by the little girl deserves all praise because often life passes without 
knowledge of these distinctions. 


Some women working on health issues in the Ajmer district of Rajasthan wanted to 
bring outa book that would give knowledge about their bodies. At first, they included 
available pictures in their book. When the women from villages saw those pictures of 
thenaked bodies, just like the ones we too have given here, they said that they werenot 
acquainted with their bodies in this way at all. They had always seen their bodies 
covered withclothes. Tosolve this problem the women workers devised a new type of 
picture. People were ‘properly’ dressed in them, and one could lift flaps and see the 
different parts of the body that they lay underneath.[14] This, is not possible for usin 
this book, buthere we are making an attempt to relate and re-acquaint ourselves with 
our bodies without inhibitions. 


When looking at the reproductive organs, in 
the outermost region of the pelvicarea we find 
aspread of tangled hair which ina way hides 
and protects the vagina and its delicate sur- 
roundings. Inside a cover of two vertical lips 
lie two of our openings — one of the urinary 
tract and the other connected to the womb. It 
is through the latter opening that the penis, 
and throughit, thesperm, enter the body; itis 
through this opening that children are born, 
and itis throughit that menstrual blood comes 
out of the body. This is the beginning of the 
vagina. Itis necessary to protect thisopening | vaginal 
which leads straight to the inner portions of | opening 
the body, and hence the hair. 


Besides these two openings, the lips alsocover 
theclitoris— animportant organ which many 
of us are noteven aware of. This small button 
like structure has thousands of nerve endings 
which make it extremely sensitive. The stimu- 
lation of the clitoris results in the experience 
of orgasm for women. This is an extremely 
important aspect of women’s sexuality. 


clitoris 


inner lips 


outer lips 


An open view of the secret organs 
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Ina society that has no concept of women’s sexual pleasure, this organ is neglected. 
Wearenotaware whether the clitorishas a commonly used identifiable name in most 
of the Indian languages. Considering the culture of silence which surrounds the issue, 
there is a possibility that it perhaps goes nameless. The Sanskrit derived word is 
‘phagashishna’ literally meaning ‘the underdeveloped penis of the vagina’. This 
understanding of the clitoris is shared by many traditional scientists, biologists, and 
psychologists. 


This is another dimension of denying women pleasurable experience and negating 
their being. In many societies itis cut away. Being ignorant of it, isin any case another 
way of denying its existence. A case of ignorance not being bliss. In one of the health 
camps wetried to talk to women aboutit and they were extremely shy. When we tried 
toask them thename for the clitoris they told us explicitly that these are bad things and 
good women donot talk aboutit. Ifany woman tried to talk openly aboutit, she would 
surely be considered a loose woman. No one was ready toname it. Yet, some people 
have tried to search for aname closer to our language and more accessible. The Ajmer 
booklet wehad mentioned earlier calls it the ‘teetni’. Some others have called ita ‘gundt’ 
(abutton), while another group has come up with the term ‘santosham button’ (button 
of bliss). 


In the process of reac- \nthis way, inthe process of reacquainting ourselves with our bodies 
guainting ourselves Wwe will have to begin witha search for words for our own organs. Itis 
with our bodies we  alsothebeginning of creating new values. By identifying this organas 
our own we are also trying to positively assert our sexual pleasure. 
Women too can experience orgasm and desire for itis not a crime and 
no stain on their womanhood as believed in many societies. (See box 
on genital mutiliation.) 


have to search fora 

new language, create 

new values, and posi- 
tively assert our sexual 
pleasure. Besides the outer ‘secret’ organs described above, the channel that 
| leads away from the opening that is, the vagina, also plays an impor- 
tant part in sexual relations. Since it is necessary for the penis to enter the vagina, the 
cells in this channel secrete many fluids to facilitate this process. This makes for easier 
movement of the penis inside the vagina and increases the sexual pleasure for both 

women and men. 


While itis believed that for men’s sexual satisfaction, entry of the penis into the vagina 
and subsequent ejaculation is necessary, at the same time, no attention is given to the 
possibility of women’s pleasure during the process. Most women are unaware of 
sexual pleasure and carry out the sexual act as a duty to be performed. For women 
lubrication is very important but prior preparation of the vagina and proper entry of 
the penis are hardly paid any attention. The woman’s mental and physical state is 
never considered because women’s sexuality is completely neglected. She issupposed 


e be concerned only with doing her duties — reproducing and satisfying the man’s 
esire. 
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Genital Mutiliation 


Those societies where the custom of cutting 
away the clitoris (clitoridectomy) is preva- 
lent, do not do so as a punishment. It is a 
common, preventive measure to control 
women and their pleasure and in most cases 
it is done before puberty, in childhood. Al- 
most740 million women from different parts 
of the globe, mainly in Africa but also in 
Australia, South America, and Asia (includ- 
ing India and Pakistan), have faced this 
genital mutilation carried outin thename of 
religion, tradition, and hygiene. 


In fact the term clitoridectomy is quite mis- 
leading for the various practices of female 
genital mutiliation. Whilein some cases only 
the tip of the clitoris is removed, inmany the 
entire clitoris along with the inner and / or 
outer lips are removed. Alsocommon are the 
practices of excision and infibulation. This 
means that the entire clitoris and external 
genitals are cut away and then the twosides 
of the vulva are either sewn together or 
scraped and the limbs held tied until the 
wound heals. The purpose is to close the 
vaginal orifice. Only a small opening is left 
(usually by inserting a piece of wood) so that 
the urine, or the menstrual blood, can be 
passed. In some cases this opening is made 
to order for the husband by inserting a clay 
penis, the size of the husband's penis, into 
the opening and sewing up the rest of the 
vagina. 


What this mutiliation means to women’s 
lives is best described in Mary Daly’s words, 


"Itshould notbe imagined that the horror of 
the life of aninfibulated child/womanends 
with the operation. Her legs are tied to- 
gether, immobilising her for weeks, during 
which time excrement remains within the 
bandage. Sometimes accidents occur dur- 
ing the operation: the bladder may be pierced 
ortherectum cut open.Sometimesinaspasm 
of agony the child bites off her tongue. Infec- 
tions are,needless to say, common. Scholars 
suchas Lantier claim that death is nota very 
common immediate effect of the operation, 
butoften there are complications which leave 
the woman debilitated for the rest of their 
lives. Nostatistics are available on this point. 
What is certain is that the infibulated girl is 
mutiliated and that she can look forward to 
a life of repeated encounters with “the little 
knife” — the instrument of her perpetual 
torture. Forwomen whoareinfibulated have 
to be cut open-either by the husband or by 
anotherwoman-—topermitintercourse. They 
have to be cut open further for delivery ofa 
child. Often they are sewn up again after 
delivery, depending upon the decision of 
the husband. The cutting and resewing goes 
on throughout a woman’s living death of 
reproductive “life”. Immediate medical re- 
sults of excision and infibulation include 
“haemmorhage, infections, shock, retention 
of urine, damage to adjacent tissues, der- 
moid cysts, abscesses, keloid scarring, coital 
difficulties, and infertility caused by chronic 
pelvic infections.” In addition, we should 
consider the psychological maiming caused 
by this torture”.[15] 
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Women's Reproductive Organs 
The tentacled mouth of the fallopian 


Fallopian tube, , 
tubes, that pick up the egg. 


where the egg and 
sperm are fertilised. 


| Ovary, produces eggs 
and hormones. 


Endometrium, lining 
of the uterus. 


Uterus, the muscular organ 
in which the foetus is carried. 


Cervix, the mouth uterus 


| of the womb. 


Vagina, a passage 
about 8cm long. 


Reproductive organs 


The organs that lie beyond the vagina include the cervix (mouth of the womb), the 
uterus (the womb) which nurtures the foetus, two ovaries which contain thousands 
of undeveloped eggs and the two fallopian tubes which help the developed egg toreach 
the uterus. All these organs are situated in the lower part of the abdomen. 


The cervix: Thisis like anarrow corridor through which the menstrual blood flows out 


and the sperm travel in. The secretions of the cervix may help or inhibit entry of the 
sperm. 
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The uterus: This is a triangular, flat bag about the size of a fist. Its external walls are 
fleshy and muscular. Inside, thereis generally very little space. After conception these 
walls spread out and makeroom for the foetus and after childbirth regain their original 
shape. The walls of the cervix and the vagina are similarly flexible because during 
childbirth the foetus has to pass through them. 


The ovaries: There is one ovary on each of the two sides of the uterus. Each has 
thousands of follicles containing undeveloped eggs which have the potential to 
develop into mature eggs. Puberty is the time when the development of eggs begins. 
Every month one egg matures alternately from each ovary. 


The fallopian tubes: These tubes carry the fully developed eggs from the ovaries to the 
uterus. The uterus is connected by a tube each to the ovaries. The ovary end of the tube 
is likea tentacled mouth which sucks in the mature egg that is expelled from the ovary. 
The expansions and contractions of this tube carry the egg along the way. The sperm 
travel through the uterus and reach these tubes and it is here that fertilisation of the 
egg takes place. 


These then are the main organs involved in the process of reproduction. However, there 
is another organ whichis not generally mentioned -— the brain. The regulation of these 
organs described above is integrally connected with the brain, and this will be 
discussed in detail later. Presently, letus move onto the relationship between theegg, 
conception, and menstruation. 


The egg, conception, and menstruation 


As we have said earlier, humans are quite different from other species in that their 
sexual activity isnot confined tospecial periods. This means thatmenand womenare 
capable of sexual interaction all the year round. Awoman’s fertile span is about 25 to 
30 years. It is obvious that nature would provide some control over such a long span 
of continuous fertility in order to establish a balance for human population. 


Asameasure of limiting human reproduction over this long span of fertility, only one 
egg matures in the woman’s body every month. The life span of the mature egg is only 
about 48 hours. If it is not fertilised by the sperm during this period, it is destroyed. 
Besides, the period of pregnancy is quite long. However, to retain effectivity, sperm is 
produced in millions. Atevery ejaculation, millions of sperm enter a woman’s body. 
Only one of them isnecessary for conception. This difference in numbers not only helps 
control reproduction, but unfortunately, also makes women’s bodies the target of 
contraceptives today as thescientist communities find women’s reproductive systems 
easier sites of disruption and control. 


Inshort, this cycle of egg production means that itis only for two days ina month that 
a woman is fertile. The couple’s fertility may be ofa longer period because not only those 
sperm that enter during the womans fertile days but also the few who may manage 
to remain active after entry four to five days prior to the fertile period, can fertilise the 
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egg. Thus, tobring about or to prevent conception, itis necessary tobe vigilant only for 
a few days a month. 


Of course, the woman’s body prepares itself for conception in many other ways. The 
foetus stays in the uterus for almost 40 weeks. Itis attached to the uterine wall through 
blood vessels and receives itsnourishment through them alone throughout this period. 
Hence, every month, prior to potential fertilisation, a lining of blood vessels and other 
tissue develops on which the foetus canimplantand nourish itself. Every month, along 
with the maturation of the egg, all this preparatory development also takes place. If 
fertilisation takes place, the foetus implants itself onto this lining: and ifit doesn’t, the 
lining is shed and discarded as menstruation. 


“During menstruation all the bad blood in the body comes out. That is why it is black 
and smelly. Hence, whether there is tao much or too little menstrual discharge is a 
matter of concern.” 


“Our body has two bags. One for the child and one for the menstrual blood.” 


“Menstruation is evil. [know very well that if all foods which have to be preserved 
over along timelike pickles and papads, are prepared byamenstruating woman, they 
are bound to go bad.” 


“ Arre, whenawoman is menstruating, sheis polluted, evil If she touches the gods or 
raw food during that time, it would be the greatest of sins. If the husband is touched 
by her or he eats food prepared by her, he himself is sure to catch dreadful diseases.” 


“1 do not really know what menstruation is, but I definitely have thought about tt. 
When oneis pregnant thereis no menstruation which means that menstrual blood must 
in: some way be connected with the uterus and the foetus.” 


Allof us have absorbed such speculations in the absence of proper knowledge. Asa 
result of beliefs propagated by traditions and values, many of us have unconsciously 
imbibed a revulsion towards menstrual blood, and menstruation as an experience of 
shameand mortification, Itis not easy to get rid of these feelings because they carry the 
weight of centuries of traditions with them. 


In some societies, the onset of menstruation is an occasion for celebration. It is the 
celebration of a girl having acquired the capacity to give birth toa child. But for most 
girls the beginning of this process does not bring any experience of strength or power. 
It enters their lives as a sin, as a curse, as a terrible fear. 


Socially, this natural bodily process enters a girl’s life as anew pressure, as additional 
restrictions. Her experience of being a woman begins with menstruation. Itis drilled 
intoher that living in fear and domination is whatsociety expects of her, failing which, 
she will be further suppressed. Remarks will be passed about her character, she will 
be called a loose woman, and her life will be destroyed. All women live under this 
constant fear. Itis obvious that this enforcementis not carried out openly, butindirectly 
and ubiquitously. She is not even informed of the changes that are taking place in her 
body. But slowly restrictions are placed on her various activities — on her going out, 
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onhow and whatshe plays, onher freedom tomoveabout. Thus, thisinitial experience 
of fear becomes a part of her womanself, in fact it starts defining womanhood. 


For these reasons, the onset of menstruation becomes a turning pointin a woman’slife. 
When everyone else treats it as dirty, as something polluting, it is natural to feel so 
oneself. Even in a metropolis like Bombay, the embodiment of ‘development’, in 
families where all members live together ina single room, girls who are menstruating 
are still made tosit apart, are untouchable. Within small tenements, corners are carved 
out for them. Outside the home, of course, the city does not permit this practice of 
untouchability. Yet, itis not easy to step completely out of this mindset. 


Savita is a 45 year old woman who has lived in Bombay most of her life. She has done 
middle school. She knew what menstruation was, but was forced by her husband to sit 
apart, and practice untouchability. She was helplessand had toacceptallrestrains and 
listen to her husband. Now her daughter is growing up. She attained puberty and her 
brother, following in the footsteps of his father, began to place restrictions on her. 
Savita could not tolerate this and put up a strong resistance. She did not want her 
daughter to suffer through what she had, and the behaviour of her own son hurt her 
very much. [16] 


It becomes a very difficult task even to obtain information about the processes and 
changes taking place within one’s own body. Every kind of inhibition acts against it 
— mental, physical, as well as emotional. Itis much easier to say that these are matters 
beyond one’s understanding. Stepping out of such attitudes and acknowledging to 
oneself the need to develop an informed, knowledgeable relation with one’s body is 
along, but much needed, journey. 


As women we have a very strange relationship with fertility. We have an everyday, 
intimate relationship with it because of menstruation and the changes in the body 
every month, but we also lose all freedom for the same reason. While on the one hand 
having ornot having a child becomes a woman’sidentity, there is alsoa hostility from 
society at large towards this ability and continuous attempts to control it. 


In such a situation, it becomes all the more important to 
understand properly the entire process. Our relationship 


If we understand menstruation, 


with our menstruation should be more than whether wee shall be able to step out of all 
havebledlessormore,orforhow many days.Ifwegobeyond those notions, myths, and cus- 
such restricted notions and understand whatishappening toms which surround it and 
and why, we shall benefit in two ways. Firstly, weshallbe establish a balanced relation- 
able to step out of all those notions, myths, and customs ship with our bodies. We shall 
which surround menstruation. This will help us establish gjgo be able to look at, under- 
a balanced relationship with ourbodies.Secondly,weshall .4,,, d, and recognise all the at- 


be able to look at, understand, and recognise all the attacks 
upon and interventions into our fertility which are con- 
stantly being made. This will help us prepare ourselves to 


struggle against them. stantly being made. 


tacks upon and interventions 
into our fertility which are con- 
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A regular cycle 


As earlier knowledge (or ignorance) would have it: a woman is only the fertile land 
which nurtures the seed; the seed that starts new life comes from the man’s body. Itis 
thanks to modern science that we have a better understanding of women’s bodies. 
Because of this we also have begun to understand what menstruation is and whatits 
regularity means. However, thissame knowledge hasbeen made the basis of attempts 
tointerfere with this cycle, to reinforce established prejudice, and to declare reproduc- 
tion the soleresponsibility of women. But whatis this cycle and what happens during 
the month, the period from one cycle to next? 


Immediately after the end of amenstrual period, thousands of the millions of follicles 
in the ovaries prepare to develop into mature eggs. Ultimately only one of them 
develops into a mature egg and leaves the ovary. All this happens in the first half of 
the post-menstrual period. As the egg matures, the uterine lining also begins to grow, 
and the cervical and vaginal environment becomes more favourable to the sperm. 


About two weeks before the next menstrual period, one egg matures, leaves the ovary, 
and enters the fallopian tube. The egg remains active for about 48 hours after this and 
gets fertilised only ifitmeets the sperm during this period. Fertilisation takes placein 
the fallopian tubeitself. If it takes place, the fertilised egg implants itself onto the uterine 
lining. Ifnot, the egg is destroyed. The uterine lining waits a while fora fertilised egg. 
If conception does not take place, the entire uterine lining separates and is expelled in 
the form of menstrual discharge. And this is the menstrual cycle that is continuously 
repeated. 


It is often said that an average, normal cycle is 28 days or four 


It is often said that an 
average, normal cycle is 28 
days or tour weeksbut there 

is no such standardised 
figure. If instead of 28 days, 

a woman has a regular 
cycle of 20 or 40 days there 
is nothing abnormal about 

it. If a woman has a men- 
strual period every 22" day, 
then that ts normal for her. 
If another one has it every 
35" day, that is normal for 
that woman. 


weeks. We do not want to give any such standardised figure. 
Because if instead of 28 days,a womanhasa regular cycle of 20 
or 40 days there is nothing abnormal about it. Ifa woman has 
a menstrual period every 22™ day, then that is normal for her. 
If another one has it every 35" day, that is normal for that 
woman. What period of the cycleisnormal has tobe determined 
separately for each individual women. 


Perhaps one may say that a 28 day cycle is normal for many 
women. But there is nothing abnormal in having aregularcycle 
witha different period. This period is divided into two roughly 
equal parts: the first during which the follicles mature and the 
second during which the uterine lining waits for the fertilised 
egg. Ithas been seen that for most women the second half lasts 
about 14 days. The differences in cycle time are mostly due to 
the duration of the first half of the cycle. 


We want to emphasise this because the ‘normal’ cycle exerts a pressure on all of us. 
Very often we listen to such complaints as, 
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“My period is regular but it comes in five weeks instead of a month.” 


“My periods areallright, but they are often late. three-four days always pass by after 
a month.” 


Other things also affect the cycle. Over our fertilespanoflifea lot of changes take place. 
What happensin other areas of life during themonthalso affects the cycle. Twoor three 
days here and there, early or late, a day’s discharge more or less is quite common. 
Because of all these reasons the term ‘normal’ canonlybe used inan individual specific 
sense. All that can be described is how the whole cycle generally works in almost all 
women. 


This brings us to the most important dimension of reproduction: how is the cycle 
regulated, which organs participate in it, and besides menstruation whatare the other 
ways in which we experience it. 


The process of regulation 


It is obvious that since in the entire chain, events follow each other, there have to bea 
processes by which one communicates and signals the other. At a certain time 
information must reach the ovary that menstruation is over and the uterine lining has 
been shed, so that it starts developing an egg. In the same way, a signal has to reach 
the uterus that fertilisation has not taken place, so thatit stops the work of developing 
the uterine lining and prepares to separate and expel it. 


The medium that connects all these organs is blood. Itis through chemicals presentin 
blood that this process of receiving and sending signals is carried out. These chemicals, 
called hormones, are produced in special organs of the body called glands. Many of 
the balances in the body are maintained with the help of hormones. There are in all six 
hormones responsible for the regulation of the menstrual cycle. But before we go into 
that, here are a few things that we consider important. 


Often this information on hormones is not given on the assumption that it is beyond 
common understanding. In a similar manner, we too have a number of prejudices 
because of which whenever we come across some so-called technical information we 
shut our minds, thinking, “this is beyond us”. We feel that this information is neither 
too complex nor necessary. These are necessary matters and when we understand 
them, we shall have the opportunity to critically evaluate the various interventions into 
reproduction and thenew emerging directions of research. Moreover, understanding 
this information is not so difficult. When there is only a certain amount of flour in the 
house, women plan and prepare the food for all members of the family taking into 
account how much they would all normally eat. The amount of flour, the number of 
people at the meal, and how many rotis are required — determine the dimensions ofa 
roti. These decisions are taken on the basis of their own experience and understanding 
and are part of a woman’s everyday work. But if we were to systematically quantify 
these things and then try to understand them, it would all appear quite complicated. 
There is a similar fear about information regarding hormone action. The point is that 
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evenifwedonotunderstand all the details we cancertainly acquire an overall grasp, 
which perhaps is more than sufficient. 


The post menstrual period 


All the hormones in this process are produced by a part of the brain called the 
hypothalamus, the pituitary gland connected to it, and the ovaries. At the end of a 
menstrual period, all hormone concentrations fall to their minimum levels. When all 
hormone levels go down in this way, it is a signal for the hypothalamus to start 
producing the follicle stimulating hormone releasing factor (FSH-RF). The main 
function of this hormoneis to signal the pituitary tostart producing thenext hormone. 


Therisein the level of FSH-RFisa signal for the pituitary tobegin producing the follicle 
stimulating hormone (FSH). 


The rise in FSH level gives the ovaries a double signal. It signals some of the follicles 
tobegin maturing and at thesametime signals the ovaries to produceanotherhormone. 
This hormone made by the ovaries is called estrogen. 


Estrogen is an extremely important hormone. It initiates the following processes: 
: helps the follicle to mature 


$ starts the process of developing the uterine lining and signals the changes in 
the nature of cervical secretions. ; 
: the rise in estrogen levels beyond a certain threshold sends a signal back to 


the pituitary that follicle maturation has been almost completed and that the 
signal being sent outby the pituitary to the ovary to accomplish thismay now 
stop, that is, stop making FSH. 


This last process is part of what is called a negative feedback system. The rise in the 
level of one hormone above a certain threshold signals the production of a second 
hormone, and the rise in the level of the second hormone above a certain threshold 
signals back to stop the production of the first hormone. As the production of the first 
hormone stops, its concentration level falls and when it falls below the threshold, the 
production of the second hormone also stops. In this way the two hormones regulate 
each other’s levels and function through mutual interaction. 


Estrogen also brings about a change in cervical secretions. This is quite important 
because this is the white discharge or mucus thatall women experience every month. 
The rising level of estrogen brings about cervical secretions which give a feeling of 
wetness in the vagina. Slowly the nature of these secretions changes and itis this that 
really tells us which process is taking place within our bodies. When the follicleis about 
| tomature, this discharge changes slowly froma white, thick, sticky mucus toa mucus 

that is more watery and transparent. The rising level of estrogen initiates this change. 
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The negative feedback cycle for estrogen and FSH. A similar cycle exists for progesterone and LH. 
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The period of ovulation 


Assoonas the production of FSH-RF stops, the hypothalamus begins to make another 
hormone called the lutenising hormone releasing factor (LH-RF). Like the FSH-RF, this 
too signals the pituitary to begin to release the next hormone. 


The hormone which the pituitary now begins tomakeis called the lutenising hormone 
(LH). This hormone helps one of the follicles to develop fully intoa mature egg. Asthe 
LHlevelrises, a fully matured egg begins to develop from one of the follicles. Along with 
this, the cervical secretions become more watery, transparent, and thin. 


Finally, atsome point, the mature egg erupts from the ovary and the tentacled mouth 
of the fallopian tubenext to the ovary instantly grasps and whisks it into the fallopian 
tube. The cervical discharge at this point is quite watery and distinctly helpful to the 
sperm’s passage from the cervix to the fallopian tubes. By this time the uterine lining 
is incomplete readiness and the whole environmentis prepared for the implantation 
of the foetus. It takes only about half a minute for a mature egg to be ejected from the 
ovary and to enter the fallopian tube. This is ovulation. It can be recognised by the 
nature of cervical discharge and other indications and is an important component of 
our acquaintance with our bodies. The ability to recognise this event strengthens our 
relationship with our fertility because it gives us a means of planning whether or not 
tohaveachild. A number of other changesalso take place in the body during ovulation 
and we will talk about them at greater length ina later chapter, ‘fertility awareness’. 
Meanwhile, let us get back to the chemical balance. | 


Post ovulation period 


When the mature egg is ejected from the ovary, its follicle which is left behind, itself 
begins to producea hormone called progesterone. If fertilisation takes place, proges- 
terone levels keep rising and after a while the uterine lining itself begins to make this 
hormone. Butif there is no fertilisation, itis the follicle left behind that alone produces 
this hormone. } 


The role of progesterone is also important: 


° to make the cervical discharge thick and sticky again 
to help develop the uterine lining rapidly ‘ 
: the rise in the progesterone level above a certain threshold signals back to the 


pituitary to stop production of LH whichsendsa signal back tothe hypothala 
mus tostop making LH-RF (in this way LH and progesterone are involved in 
mutual regulation through a negative feedback system). 
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The production of LH stops through this mutual signal: The follicle is active only for 
ashort time, and the fallin the LH level stops production of progesterone by the follicle. 
If fertilisation has not taken place, there remains no other source of progesterone 
production, and slowly the progesterone level falls. The processes which keep the 
uterine lining attached to the uterus stop, the lining separates, and is expelled as 
menstrual discharge. By this time, the production of all hormones has stopped. By the 
end of the menstrual period, all hormones levels have fallen to their minimum levels 
and the cycle begins anew from this point on. 


This is the balanced chemical cycle of the production, increase, and decrease of these 
chemicals. Perhaps we may not remember all the names, perhaps they may appear 
strange, but we can definitely get an overall idea that menstruation is but one of the 
components of this entire reproductive cycle. Besides menstruation there areanumber 
of changes which are all delicately balanced, and these also provide many points of 
interference. 


Both estrogen and progesterone are being synthesised chemically, and ways of 
introducing them into the body have been found. As we shall see later in the use of 
hormonal contraceptives and so-called test-tube babies, this delicate balance can be 
disrupted by theirintroduction into the body. By introducing them at levels different 
than those required by the various stages of the natural cycle, the body canbe duped. 
In this way intervention is possible at the different stages of ovulation, of the process 
of the development of the uterine lining, of the process of the creation of a favourable 
environment. To understand these interventions itis necessary for us to get an overall 
feel of the entire process. 


We and the hormones 


As the production of hormones is such a delicate process, a number of external factors 
can affect it. In particular,anemotional or mental state can affecthormone production. 
The hypothalamus is also held to be the seat of emotions, and hence is extremely 
sensitive to emotional changes. All of us experience some changes in the menstrual 
cycle due to these factors. 


“Whenever I face anew environment I always have my periods late. When I changed 
my house — I even skipped one all together.” 


“Living together ina hostel we saw that after afew months all of us had begun to have 
our menstruation at the same time. This is also the experience of many women who live 
together.” 


Anequally importantaspectis, thatjust as these external factors and emotional states 
affect the production of these hormones, they in turn affect the emotional state. 
Progesterone is especially well known for it. Rise in progesterone levels has led many 
tocomplain of irritability, lassitude, and depression. Many of us have pre-menstrual 
complaints. They relate notonly to physical changes but tomental and emotional states 
too. 
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“Thave seen that a few days before my menstruation I feel a heaviness all over. I feel 
swollen. My legs and hands ache too.” 


“I get very irritableand feel like crying, with or without reason. Isomuchwant tocry 
and I often do. And of course there are a lot of fights because I become extremely 
irritable.” 


“T have seen that there isa special period a few days before menstruation. Iflamfeeling 
happy I feel happier, and if lam depressed, Ifeel even more depressed. Now that Iknow, 
Itrysomehow or the other to remain happy around that time. Earlier, [used to be really 
bothered.” 


After knowing about my monthly cycle Ihave come to recognise certain things. There 
are special days when infections spread rapidly. lam more likely to catch coughs, colds. 
Now it is possible for me to be more careful during those days and save myself ‘from 
needlessly taking all those medicines.” 


These are our experiences which have never been taken seriously, yet have been used 
against us. How many times have we had to hear that because of ‘those’ days and 
hormonal changes, weare notable to work properly, that giving us jobs isnothing but 
decreasing office efficiency, and so on and so forth? But all these are excuses because 
even while they areheld againstus, they donotseem to prevent anyone from interfering 
even more drastically with those delicate balances. And while no one hesitates to use 
these complaints to discriminate against us, when we ask for help, the very same 
complaints are negated as ‘imaginary syndromes’. 


We do not want to deny that there is a cyclical process of change within our bodies. 
But weneed to emphasise the issues related toitand our responsibility to investigate 
them: whateffects does the cyclical change have? what are the methods of grappling 
with them? how can wemake our livesmoremeaningfulby accepting and understand- 
ing them? And further, how can we build an environment which will make possible 
‘our’ control over our bodies? For this we need to develop an understanding not only 
of menstruation, butalso of the interventions being made into the process of reproduc- 
tion, and to incorporate our experiences within this analysis. 
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THE REPRODUCTIVE SYSTEM 


Men, sexuality, and the process of reproduction 


Reproduction is a process which requires the participation of both men and women 
although each has a very different contribution to make. It is obvious that in writing 
about processes of the reproductive system, it is also necessary to write about men’s 
bodies. Since we did not want to simply give information, but wanted to putit within 
a perspective and relate it to everyday experience, we faced quite some difficulty when 
writing about the structure and functioning of men’s bodies. 


This book and this work has received inspiration from many sources. One of them is 
the Boston Collective which wrote the well-known book, Our Bodies, Ourselves.In the 
introduction to the book they clearly write, 


We have been asked why this is exclusively a bookabout women, why we have restricted 
our course to women. Our answer is that weare women and as women, do not consider 
ourselves experts on men (as men through the centuries have presumed to be experts 
on us). Weare not implying that we think most twentieth century men are much less 
alienated from their bodies than women are. But we know it is up to men to explore that 
for themselves, to come together and share of themselves as we have done.[17] 


Since we are writing this book ina different cultural context, and that too 20 to25 years 
after them, there aresome differences. What we write will definitely be froma woman- 
centered perspective, but with the clear assumption that reproduction is a responsi- 
bility to be shared equally by men and women. Hence our perspective is somewhat 
different and to the best of our understanding, we write about men’s bodies as well. 


Sexuality and reproduction 


As wehavesaid earlier, accepted social values place the responsibility of reproduction 
entirely on women. While men exercise complete ownership over a woman and the 
children she bears, they do not accept any kind of sharing of responsibility for the 
process of reproduction. For them sexual intercourse is buta means of satisfying sexual 
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desire. And if it is desired that no children be born as a consequence, it is the 
responsibility of the woman tosee toit. For this reason reproduction isnot evenan issue 
for men, itisa woman’s question. For men itis mainly a question of fulfillment of their 


sexual desire. 


Evenin this context hardly any attempts seems to have been made by men akin to the 
collective efforts made by women to evolve anew understanding about their experi- 
ences of the changes taking place in their bodies and their sexuality [1 8] As itis, very 
little attention has been paid to sexuality by both women and men, and attempts to 
evolvea different understanding have been few and far between. 


When one talks of writing on sexuality, one is often confronted with the massive 
consumption of pornography by men. This material (including films, posters, maga- 
zines, photos, and so on) does not talk of sexuality but is part of patriarchal represen- 
tation of male sexual titillation and desire. These, as well as most non-porn popular 
films and writings, posit sexual desire in men. Women are seen and written about as 
the receivers of such male advances and as bodies (breasts, hips, waists, hair, etc.) 
whose sole purpose is to excite desire inmen. Women donot have any desire of their 
own. 


This popular notion is so all pervasive that the common understand- 
Male desire, as every ing of sexuality is restricted to this notion of male desire and eventually 
little boy learns early 0a limited understanding of sex. Male desire, as every little boy learns 
early on, is constructed in terms of arousal on watching, pursuing, 
touching, basically objectifying and dismembering of female bodies 
and through an undue emphasis on the role of the penis in anything 
to do with sex. 


on, is constructed in 

terms of arousal on 

watching, pursuing, 

touching, basically 
objectifying and dis- Thisprimacy of the penis is soon learned by boys — first through ‘how 
membering offemale farcanIpee games’, then during puberty as the organ that undergoes 
drastic change and gives them pleasure. The penis is understood as the 
organ for sexual pleasure (with the pelvic gyrations of popular film 
songs adding more messages) and with this comes the anxiety of its 
right size and shape. Thus they grow up with a totally inadequate 
understanding of their own complete bodies, leave alone women’s, 
and with an understanding of sex in terms of physical reaction and 
relief, that is, erection, penetration in vagina, ejaculation. 


bodies and through an 
undue emphasis on the 
role of the penis in 
anything to do with 
Sex. 


Our concern is that between this very limited construction of desire and ‘sex’ lies a very 

incomplete understanding of male sexuality as also of the needs and desires of their 

bodies. It might be possible to know the physiological changes involved in growing 

up but the overall effect on the person who undergoes these changes and is also 

exposed to the kind of construction of maleness and femaleness in society has to be 

ee with specially. And this we feel is lacking and not attempted much, at least in 
ndia. 


The biggest problem is that since these issues have never been considered important 
by men, the process of evolving a different understanding has not even begun. The 
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problems it creates in communication has been described by one of our friends, Ravi. 
He had attended one of the ‘Fertility Awareness’ camps organised by women working 
on this issue in Madhya Pradesh. None of the women - rural or urban — faced any 
inhibitions in talking at the camp. But, 


“The problem was with men like us, those men who had received a special invitation 
to the camp on the basis of the ‘benefit of doubt’ that we were educated, progressivemen 
active in the movement and sensitive to women’s issues. None of us were likely to be 
left behind in discussion. Whether it was class struggle, or the movements in Poland, 
or the caste system — all of us were quite capable of speaking for the whole day on any 
of these subjects. But when it came to our sensibility as men, we were all silent. 


“We met together separately to talk about it. But it was no easy task because we lacked 
even the language to express our experience. What words we had, like sexuality, mean 
many different things to many of us. The language that we did have of talking about 
sex was straight out of graffiti, the toilet walls. It perhaps gave one some permission 
to be open, toexpress oneself, but it could at most bea medium of. communicating with 
oneself. It could definitely not be a language of communication, of discussion.”[19] 


The need to evolvea new language is of course common to both menand women. The 
difference is that thisneed has been recognised by women, and attempts to fulfillithave 
been initiated. Itis quite clear that the onset of menstruation represents a very definite 
event, a turning point in women’s lives. This event signifies not only major physical 
changes but also has a major social relevance. In many communities the onset of 
menstruation is a social event. No such social significance is attached to the onset of 
puberty in men, although over a period of time there are many physical changes that 
take place. 


The growth of facial hair and change in voice are distinct, visible changes. Many 
adolescents are troubled by them. Because nohealthy discussion can take place about 
these and other changes, many mencarry psychological knots with themall theirlives. 
The difficulties experienced during adolescence are described in detail in Bhishma 
Sahani’s autobiographical writing in ‘Zarokhe’, in which he writes about his child- 
hood. He tries to consult his elder brother whom he adores. There is also an attempt 
to show off. 


“Thave also shaved! There was black hair on the chin. I plucked it out and blacker and 
thicker hair started to grow”. My brother's answer was quite depressing: “Who did 
you ask before shaving? In the beginning one should only use scissors. Now your beard 
will get very tough. Look, Ihavea beard all over. But look, feel my shave, how soft and 
smooth it is.” 

The attempt at boasting having been put aside, the real problem comes up for which 
it has not been possible to find solution. 

“At night I pass semen,” I say in a low, hurt voice. 

My brother stares at me. I had never even imagined that anyone's eyes could open so 
wide. “How many times has it happened?” 
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“Three times! The first time I told mother. I thought it was pus coming out of me. I 
was very frightened.” 

Mother said nothing. She told father. Father came, picked up the novel prescribed by 
the curriculum and threw it out, instructed him to bathe early and with cold water, 
gave him a book to read, ‘Amrit Bindu’ (Nectar Drop) which brother had also read. 
Then follows adiscussion about the book between the brothers anda description of the 
regimen to be followed by the growing boy. While eating every morsel is to be chewn 
seventy times, every morning and evening cold baths are to be taken, less food eaten 
every night, and milk skimmed, and regular exercise to be taken — and yet semen 
continues to passand the cause remains unknown. Allthe rest of the prescriptions in 
the book— not looking at women, not riding a bicycle, etc.—are all faithfully followed 
and yet semen continues to be passed. In desperation a unique attempt is made. 
Ievengaveup sleeping at night. IfIdid not sleep I cannot be polluted inadream. When 
everyone else goes to sleep, I get up from the bed, go down into father’s office and sit 
there in front of the clock on the wall. 


Follows a description of one such night. 


Father is snoring. Ihave suddenly got up. Stealthily I have come down the stairs. As 
I enter, the clock has struck the half hour. I can hear myself breathing. I hear the 
incessant tick-tock of the pendulum. I am off to father’s office on the ground floor of 
the house. From father’s table to the wallat the back, itis twelve steps. Sometimeseleven 
and a half! Once I had walked 1600 steps. Later, through the ventilator by the side 
of the road I could see the dawn breaking. I must keep walking at least until the clock 
strikes because then Ican make out the correct hour. From two-thirty to four is the most 
dangerous period. Ifduring this period lam not vigilantand liedown there isa fearful 
certainty that I will be polluted. 

Should sit down on the couch for a while. Silently I promise myself that I will sit 
straight, that Iwill not let my back touch the back of the couch, that Iwill count to fifty 
and resume walking about. Just once I should sit down alittle. But fear does not give 
me that permission. No, Ishall walkanother two hundred stepsand then Iwill sitdown 
for alittle while, not now. As I walk the dark parts of the office look darker and less 
dark — it looks as if the office is divided into different clusters of darkness. 

I have hardly walked a hundred and fifty steps and my back begins to ache, once in 
awhile I stagger, my steps do not fall straight, now to the right, now to the left, and 
I stop, put my hand on the back of the chair and rapidly close and shut my eyes. That 
too helps keep sleep away. 

Theclockhas stuck two. Iwas expecting it to strike only once, which would have meant 
one-thirty. Now half an hour more has passed, as if I have been given it free. Now I 
can sit down for a little while. 

No, no, Ishall not sit on the couch, the couch is soft, springy. I sit on the floor and rest 
my head on the couch. Sitting this way I have no fear of being polluted even if Inod 
off, for I would be sitting, not lying down, would I? The couch is really soft. Shall I 
sitonitaminute? Sweat collects on my neck. My head restson the couch, keeps resting 
on it, and lam incapable of raising it. cannot straighten it. Ifeel as iflam drowning, 
it is a moonlit night, and in some vast and beautiful valley I have a soft, a very soft, 
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head rest! And that softness and the moonlight pouring all around take possession of 
my body. I sit up witha start and start breathing deeply — I have avoided becoming 
polluted. lam taking very deep breaths. And I have got up and begun walking, now 
I will not go to sleep, I have taken a short nap too. Disaster had almost struck, Ihave 
come through with the skin of my teeth. If had passed semen, by now I would have 
been striking my head on the wall or thinking about running away from home. 


Ifevery man has to pass through such experiences, itis truly terrible. There aresomany 
obstacles merely in accepting the inevitable biological, physical changes. ‘Celibacy is 
life, loss of semen death’ — such philosophies are part of our social milieu on the one 
hand, while on the otheris our attitude that doesnotallow even the acceptance of these 
changes or the difficulties these create. Even ifsome man tries to talk aboutitheis likely 
tobe termed soft, emotional, feminine. The physical characteristics ofamanare always 
associated with being tough, strong, unemotional, or at least inexpressive, etc. Thenet 
result is that men live within the prison of their manhood —a prison so internalised 
that it has come to be recognised as strength. 


Asaresultmostmen donot know and nevercare to find out what exactly is the process 
of puberty and whatare the physiological changes in the body that take place around 
that time. The male genitalia are outside the body and handled very often and yet there 
is no knowledge about the internal bodily processes that take place related to either 
sexual arousal orreproduction. In fact the male ‘organ’ as the penis is called is ascribed 
an importance and a power that needs to be questioned. 


Social ‘power’ of the penis 


The most visible and obviously different organ in men is the penis. Whatever be the 
physiological functions of the penis, it is the one organ that obviously distinguishes 
even young boys from girls. Biologically it is just another organ and yet the social 
significance attached toitisso much that italmost becomes the symbol of male power. 
Humiliation of women by menis attempted by opening their fly in public places and 
exhibiting the penis. The act itself is actually humiliating for the man who does it. But 
the societal attitudes imbibed by both men and women turn it into terror and shame 
for the woman and pride and power for the man. 


Due to the overemphasis on this particular male organ there is a lot of collective and 
individual obsession with it in terms of it being the right size and shape. A body taut 
with muscle, wideshoulders, and a big penis—these seem to symbolise manhood and 
every man gives all these aspects sufficient attention. 


While the penis is asymbol of male power, ina sense it is alsoa means of strengthening 
the prison of manhood. As a result, the most revolting act against men is the cutting 
off of their penis or the testicles. Not only is it physically painful, it is also an act of 
mental violence capable of damaging that person to the core. And such violence does 
take place. Just as rape is a means of menasserting their power over women, violence 
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against these organs is amanner of asserting power formen from one class or caste over 
men from another class or caste. 


Inthe same way, insome movies and plays, itissuggested that the same punishment 
be meted out torapists. The assumption underlying itseems tobe that the rapist would 
be punished by cutting off this organ which makes him a man and which is the 
instrument of rape. Along with this is the simple and straightforward argument that 
without these organs there would be no rape because itis these which give rise to the 
desire to rape. We are opposed to these ideas on two levels. 


Firstly, itisnotright toavengea crime by thesamekind of crime. Secondly, itis all the 
more inadmissible for a crime like rape. Social reasons, power relations are behind 
rape. Rape does not take place because men have penises and women have vaginas. 
Although law books consider forced penetration by the penis as the worst act of 
violation against women, in our understanding violenceand violation are tobe gauged 
by the trauma of the woman and not by the fact that the penetration was by the penis 
orby some other object.Sexual violence, like rape, is anact of aggression permitted on 
women by this male biased society and the penis is but one instrument by which the 
attack can be made. If weattempt toavenge the excesses perpetrated on women because 
of established social values by violence against the penis on the basis of the same 
values, we will not find a way forward. 


What we need to dois demystify the so-called ‘power’ of the penis and understand it 
as the power of themale genderin this patriarchal society. Menneed to go through this 
process to distinguish between the biological and social aspects of maleness and 
manhood. We begin the understanding of the biological aspects here with the 
description of the male external reproductive organs. 


The outer reproductive organs 


The outer organs aremainly the penis and two spherical marble-like organs next toit, 
the testicles, held in sacs called the scrotum. 


The penis performs two functions formen. Men donothave separate passages for the 
urine and for the semen-the penis provides the channel forboth. Thisis also a sensitive 
organand becomeshard and erect with sexual arousal. After it has come into this state, 
the man can experience orgasm only with ejaculation of the semen. Since the penisis 
a sensitive organ, rubbing itby hand, or its rubbing against vaginal walls into and fro 
movements during intercourse, gives sexual pleasure and also helps arousal. 


Althoughmuchis made outabout thesize of the penis and this is a major cause of worry 
for many young boys and men, the fact is that there is no correlation between size of 
the penis and the healthiness of the man or the sexual pleasure that canbe had by him. 
Itisimportant that due care is taken in terms of keeping the penis clean, especially since 
during intercourse with women it is the main carrier of infections into the woman's 
body. In some communities, circumcision is customary. This is the removal of the 
foreskin which covers the penis head. It is said that the removal of this foreskin leads 
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THE MALE REPRODUCTIVE SYSTEM 
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to some decrease in sexual pleasure, but at the same time it is accepted with the 
argument that it makes for cleanliness. 


The testicles are the more delicate organs. At birth they are held safely inside the 
abdomenand slowly descend into the scrotum, until they are totally into it at puberty. 
The male sperm is made by the testicles and we shall see later how it may affectsperm 
production if they are not well cared for. It is necessary that the testicles be at a 
temperature lower than body temperature for the process of making sperm and hence 
itis said that the testicles are stored in the scrotum outside the body. This is why those 
who work in the vicinity of hot environments like a furnace, have complaints about 
sperm production. Even otherwise the testicles are delicate and sensitive organs, and 
when they are hurtit is very painful. (In factit is very explicitly taught in self-defense 
classes which women have begun for their protection that it is most effective to hit an 
attacker in this region.) 
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These are the external features, the visible processes. To understand where and how 
sperm are produced; what comprises semen and where it is made; how the paths of 
urine and semen differ internally; what ejaculation means, what role it plays in 
reproduction — to understand these things we need to go deeper into the structure of 
the testicles and penis and the other internal reproductive organs. What follows is the 
technical detail that was available. Unfortunately, that is all it is. As we have said 
earlier, we have not come across any writing about what it means to live with these 
processes, to experienceit. Insucha situation where there isa lack of written material, 
we can try to familiarise ourselves with at least the minimum necessary facts. 


The internal structure of the reproductive organs 


The main organsare the testicles housed inside the scrotum. What is most important 
is that while the woman’s body produces only one mature egg every month, the 
production of sperm is a continuous process ina man’s body. The man’s body has no 
cycle the way a woman’s body has. Sperm is continuously produced and atany given 
moment there are millions of sperm present in his body. The testicles also contain 
millions of follicles which go on to develop into sperm. It is different from the ovary in 
thatthe sperm which comes out from the testicles is not fully mature the way the ovarian 
egg is. Itmatures onits long journey until itis expelled by the penis. This underdevel- 
oped spermisnot motile, thatis, it does not have the capacity tomove aboutonits own. 


The expansion and contraction of the tissue in the part of the testicle which produces 
the sperm forces them into an extremely narrow tube. This almost twenty foot long 
coiled tube is called the epididymis, and as the spermare carried along by its expansion 
and contraction they become fully developed and motile. This narrow tube ends into 
another tube called the vas deferens. Developed, motile sperm are gathered into the vas 
and from there they are either expelled during ejaculation, or else absorbed within the 
body itself. 


When the penis becomes erect, muscular movements cut off the opening of the urinary 
tractand free the other openings. The sperm from the vas, and the secretions from two 
other organs, the prostrate gland and the seminal vesicles, enter 
af Hise ehich is the penis together ae these together comprise thesemen. Sperm 
kicies constitutes only 5% of the semen which is expelled, the remain- 
i ell ed, th eremaiming —_ ing. 95%is constituted of the secretions contributed by the other 
95% = constituted of the two organs. The sperm which are not expelled with the semen 
secretions contributed by are absorbed within the body. 
other organs. The sperm 
which are not expelled 
with the semen are ab- 
sorbed within the body. So, 
the destruction of sperm is 


Sperm constitutes only 5% 


Some facts are worth emphasising. First, just as the female egg 
is absorbed within the woman’s body if it is not fertilised, the 
sperm that is not expelled is absorbed within the man’s body. 
So, the destruction of sperm is a an everyday, natural phenom- 
enon. Ina society which raises sucha hue and cry over the loss 
a an everyday, natural of one drop of semen it is necessary to impart this information. 

Phenomenon. Along with this, it is necessary to emphasise that the sperm 
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constitute only 5% of the semen. The rest is secretions from the other glands. Hence 
when vasectomy is performed, only the entry of thesperm is cut off, the other secretions 
arenotaffected.Itmakes no difference to the sexual pleasure the man derives because 
the secretions are maintained. 


The hormones in men’s bodies 


As we havesaid earlier, there isno reproductive cycle in men. Henceitis obvious that 
there is noneed for any special balance or signaling system in this respect. However, 
at puberty, certain special hormones begin to be produced which help the sperm to 
develop and also help bring about certain other physical changes. Of these, two 
hormones are the same as those in women’s bodies—FSH and LH. Bothare produced 
by the pituitary which receives the signal from the hypothalamus to produce them. The 
differenceis that there isnonegative feedback system between them and the hormone 
levels are maintained, and they continue to be produced at a steady rate, constantly 
signaling the follicles in the testicles to produce mature sperm. 


At the same time there are other cells in the testicles which produce another hormone 
after the onset of puberty. This hormoneis called testosterone after the testicles where 
itis produced, and it helps the growth of facial hair, changes in voice, and other external 
male features. Similarly, the regulation of sexual desire also takes place through this 
hormone. Like the FSH and LH, the levels of thishormonearealso maintained by steady 
production after puberty. 


Hormone levels and their production are of course affected by physical and mental 
changes. But the experience can only be articulated only by those who go through it. 
We get some idea of how these changes after puberty are experienced, from Bhishma 
Sahani’s workbut that is only one example. He too doesnot follow up those experiences 
with how his own ideas about masturbation (often seen as loss of semen and dream 
pollution) changed later. Had that been done, readers would have had more food for 
thought. Perhaps this process may slowly begin. 


Until that happens, the chains of manhood whichbind men willonly tighten. And the 
tightening of these chains will be helped further by that analysis which unquestion- 
ingly wants to providea physical or biological basis for the supremacy of the male. Just 
as in women menstruation and the reproductive cycle are made responsible for so 
many ‘feminine’ characteristics, testosterone is made responsible for all those vices 
and virtues which society sees in men. 


Testosterone isnot only made responsible for sexual desire, but the steady production 
of testosterone is made the basis forjustifying men’s sexual need as being much greater. 
It is also said to make men stronger and more aggressive, and that because of this 
hormone, men are not easily given to emotions and can be more objective. And so, 
society and nature have to live with the burden of men bearing the brunt of being 
unemotional and rational! In this process social values and nature have suffered as 
much as men as persons, have. 
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Humansare different from other species because they are capable of wisdom. How then 
can we justify in the name of humanity the ‘virtues’ of testosterone that it make men 
stronger and more aggressive? On the contrary, it would be a demonstration of our 
humanity if we challenged, struggled with these images foisted on us in thename of 
biological and physical characteristics and made space for our humanisation. 


The social definition of both womanhood and manhood are responsible for the 
stagnation in human relationships. They exert a special inference on sexual relations 
~ whether they are heterosexual or homosexual. They also affect ideas about superi- 
ority, highand low status, the language of sexual desire,and many other such aspects 
of human thinking. What is important in all this is that the task of challenging those 
ideas and beliefs is a responsibility for all of us - men as well as women. In this, we 
think that menare notyet prepared for it.In general, we donotsee inmenaconscious 
attempt to step out of their socially prescribed boundaries and to reinspect their own 
sexuality, their manhood. There may be many reasons for it, but it is clear that this 
attempt is being made by very few men and that too at an individual level. Such 
individual efforts are particularly exhausting, but perhaps they will become a basis 
for further collective attempts. At least an awareness of this dimension is emerging, 
providing reasons for hope. 


In the end, a few words from that same friend expressing this awareness. 


“Language is the medium of communication. But in speaking about these 
issues we did not possess a language. Our ‘idiom’ has not yet developed. 
Starting a dialogue, developing an understanding, assessing it in the 
light of experience, relearning from it, changing oneself, and along 

with all this doing something to change the world around us....... 


(We) acutely feel that in the coming times we must acquire the ys 4) 
ability for all of this.” : 
eae 
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Sheaths, diaphragms and sexuality 


It has taken very long to understand women’s and men’s bodies, especially the 
chemical changes that take place during the process of reproduction. Long after 
humans had acquired a fair degree of understanding about other natural processes, 
they remained in the dark about the chemical transformations that take place within 
their own bodies. 


Of course, the processes of reproduction and fertility have always been subjects of 
intense curiosity. Some inferences were drawn, and it was known very early that 
procreationis related to the different physical structures of men’s and women’s bodies 
and that it begins with the special mating of the penis and the vagina. It was observed 
in other animals that the male and female relate sexually only during certain special 
periods and this too resulted in procreation. This gave rise to the understanding that 
sexual relations between the male and the female equaled fertility. Itwas apparent that 
humans are somewhat different from other species in that their desire for sexual 
relations is not restricted to particular periods. A further direct conclusion drawn was 
that humans are continuously fertile. Hence the need to control this fertility. Since 
sexual desire was felt independently of whether one desired offsprings or not, there 
began the search for measures which would prevent conception in spite of contact 
between the penis and the vagina. 


The many types of sheaths and barriers presentin nature may have beennoticed in this 
context. Perhaps it was thought thatif the penis was covered witha sheath the semen 
and hence the sperm would be prevented from entering the vagina. Even otherwise, 
it is said that the penis was often decorated with a metal or gold sheath. It was only 
in thenineteenthcentury, after the advent of the microscope, thatsomething as tiny as 
sperm could be discovered. Thisalsoled to the discovery that there are millions of these 
sperm in thesemen. It was earlier believed thatitis the man alone who confers life, that 
the woman is but an instrument who nurtures his seeds in her body, and that it is the 
power of the male seed that confers on the foetus a soul, a mind, and every other 
important trait. Perhaps it is the over-riding importance of the male seed which led to 
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the search for such a sheath. Today, it is even more important to understand these 
matters clearly, because after the processes have been fully understood, the responsi- 
bility has remained with women but the control has passed to the technologists and 
scientists. 


Redefining sexual intercourse 


Once the roles of the penis and the vagina were understood, there were also attempts 
tochange the relation between them.Onesuch method was the withdrawalof the penis 
from the vagina just before ejaculation. This is called coitus interruptus, meaning 
interrupted sexual intercourse. It is obvious that successful practice of this method 
requires mutual understanding and respectbetween women and men. Along with this 
it became necessary that there be a broader understanding of sexual pleasure. If the 
belief is that the falling of semen outside the vagina is a lesser act, a lessening of 
manhood, then it becomes difficult to accept such practices. 


Anotherissue to consider is, what is generally understood as intercourse. It cannot be 
denied that the commonunderstanding is very malecentered.Ithasled to thecommon 
belief that sexual intercourse is the mating of the penis and the vagina, and it is 
completed only when the erect penis fills the vagina and all the semen is ejaculated into 
it. Thisalone confirms manhood for men. Withsuch an understanding practices such 
as coitus interruptus would be unacceptable. 


In society we find that this understanding is all pervading. Marriage is considered to 
have begun auspiciously or to have been consummated only when the husband's 
penisrends thenatural sheath that protects the wife’s ‘virginity’ and enters her vagina. 
Many customs require the social proclamation of this successful consummation of the 
firstnightby exhibiting the bloodstains on the bed sheets the morning after. This is also 
supposed to prove that the woman had preserved herself and her most valuable 
property, her virginity, for her husband alone. 


The protection of this virginity is seen asa big responsibility of the woman’s household, 
particularly by its menfolk. Wheneveraman misbehaves, women invariably ask him, 
“Do you not have any mothers and sisters?” Women too feel secure within these 
relations. The actual experience is, however, quite different. So many things which 
happen within the household are never spoken about openly. Many women silently 
suffer sexual violence, from verbal misbehaviour to rape, within these so-called secure 
domestic relations. 


Even where there is no overt violence women have to lead a very restricted life in the 
name of family honour, dignity, etc. Many small girls are married ata very young age 
to avoid what is seen as an unnecessary family responsibility of protecting her 
virginity. It matters little that she has to suffer daily the aggression of her husband’s 
penis. And besides the willing or unwilling daily penetration, if the husband does not 
use any artificial barriers, she also has to suffer the physical and mental trauma of 
becoming a child mother. None of this matters to her family or tosociety;solong asshe 
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preserves intact her natural curtain for her husband, it is curtains for all other 
consequences. 


The socially accepted view point about sexual relations between women and men 
acknowledges the husband’s full right to his sexual pleasure during intercourse, to the 
womans virginity, and to control over her sexual desire. Such a viewpoint leads toa 
single definition of intercourse — the mating of the penis and vagina and ejaculation 
inside the vagina. Given sucha situation, methods which advocate that care be taken 
to see that ejaculation does not take place inside the vagina are at leasta step forward. 
They still consider the mating of the penis and the vagina necessary for sexual 
intercourse, but also show readiness to share the responsibility 


for conception/reproduction. If we do not want technol- 


ogy to determine how many 
There has been very little change in the structure of sexual cAj/dren we should haveand 


relations because reproduction has always been considered a 
women’s respcnsibility. And if we do not want technology to 
determine how many children we should have and if we want 
to protect our bodies fromnewer and newer invasions of technol- 


if we want to protect our 
bodies from newerand 
newer invasions of technol- 


ogy, weneed to give importance tosuchmethods whichimplic- 08% We mee d to give imp or- 
itly redefine sexual intercourse. tance to methods which 


implicitly redefine sexual 


Coitus interruptus or the pre-ejaculation withdrawal of the penis 
from the vagina requires men to fully accept the sharing of 
responsibility for conception. Of course, in practice this method has not proved fully 
effective or successful. It is not always possible to keep one’s balance and control to 
recognise the right time and effect withdrawal. Even a small.amount of semen 
ejaculated into the vagina may render the practice ineffective. However, the more 
important dimension of the method is the implicit change in attitude towards repro- 
duction that it requires. It also requires changes in the notions of sexual pleasure for 
both men and women because the description of the method itself presupposes an 
understanding of what can be considered ‘complete’ sexual pleasure. 


Sheath for the penis 


Some time ago, a few men in Maharashtra met and attempted to evolve a new 
understanding of male consciousness. They called their coming together ‘Roads to 
Humanness’. They attempted to talk openly and frankly about men-women relation- 
ships. They also passed a resolution against Norplant — a long-acting hormonal 
contraceptive that was about tobe forced on women’s bodies through Family Planning 
Programmes and without adequateand proper trials. In this way, opposition to these 
contraceptives which play havoc with women’s bodies did not remain restricted to 
women’s organisations and extended itself to include the collective opposition of a few 
conscious men. 


Had they stopped at this it would notbeso significant. What was more important was 
another resolution which they adopted at the same time. They also decided at the 


intercourse. 


3. Roll 
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meeting that they would attempt to popularise birthcontrol measures like the condom, 
popularly known as nirodh. Recognising the need for some form of birth control, the 
decision was taken accepting openly their own responsibility in putting astop to the 
violence against women’s bodies in the name of such control. 


The first known condom or penis sheath dates back to 1350 BC in Egypt where it was 
used for decorative purposes and was made of animal intestines.Itseems to have been 
a period when decorating and beautifying their bodies was important formenas well 
as women. Itwasmuchlater that the condom cameintouseasa protective cover during 
sexual intercourse. twas used in the 18" century especially for prevention of sexually 
transmitted diseases. Tosomeextentit came tobe used alsoasa method of birthcontrol. 


Today the condom is made of fine, synthetic materials and is available ina single size 
and shape. Itis about 19 cm long and about3.5 cm in diameter when fully stretched. 
The closed end has a pouch with a smaller diameter, where semen can collect after 
ejaculation. The open end has a thick elastic ring which firmly grasps the penis. 


Itis believed thatcondomsare ineffective in 10% of the cases. Butitis difficult to arrive 
at precise figures because every couple usesitina very individualmanner. Ithasbeen 
found that the main reason for its not being effective has been the lack of knowledge 
about its proper use. The inhibitions which do not allow open talk about sex, sexual 
relations, and sexual organs compound and maintain the ignorance. It is even said 
that doctors do not explain it in unambiguous terms and demonstrate its use by 
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sheathing their thumbs with the result that people wear it on their thumbs and wait 
for birth control! 


This last example is of course an exaggeration, but whatitbrings outis the widespread 
ignorance about sexual matters and a kind of fear, secrecy,and shame which surround 
them. It has always been said that it is women who are shy, ignorant and lacking in 
knowledge. This is simply not true. The men who have power over them too are as 
vulnerable, too inhibited to clarify their doubts, and steeped in ignorance. In fact, a 
women’s organisation in Tamil Nadu has taken upa programme of coping withmen’s 
ignorance and popularising the use of condoms. Their campaign is based on the 
conviction that it is an effective birth control method which does not harm men’s or 
women’s bodies and hence also helps establish a more equal relationship [20] 


There are a number of reasons for the condom not coming into general use asa birth 
control measure. Of foremostimportance are the personal reasons rooted in the social 
attitudes which exaggerate men’s sexual desire as a compulsive, almost insatiable 
need which frees them ofall responsibility of reproduction. The smallest interference 
inaman’s sexual pleasure is seen as an unnecessary obstruction. If his sexual pleasure 
is decreased one whit because he has to wear a condom, it is rejected as a useless 
method. Having to wear the condomafter erection in the course of sexual intercourse 
is often seen as an unnecessary distraction that does away with sexual pleasure. Once 
this is granted, the entire method is bound to appear useless. There is no question here 
of a redefinition of too many well entrenched, basic notions. 


Given these notions, it has become accepted that itis the women who should use the 
‘straight forward’ and ‘easier’ methods of hormonal contraceptives. What pleasures 
the women thereby lose or what pain they undergo is the concern neither of their 
families nor of the State. The State is more interested inmethods which transfer as much 
control from the women and men who use them into the hands of the providers. 
Condoms can be used only when the two persons involved want to use them and this 
ambiguity is considered dangerous by the State. Hence the emphasis is more on 
methods like hormonal contraceptive rather than on methods like the condom. 


We have found materials that can withstand temperatures as low as that of liquid 
nitrogen or as high as that of molten metals. We have discovered materials that can 
withstand high pressures and hold vacuums. We have created materials which are 
highly non-corrosive and do not affect the material that they may hold. We have 
manufactured materials like semi-conductors which have helped reduce large circuits 
to microchips. There are materials using which one can achieve the effects of a 
molecular sieve ... Yet weare unable to find materials which would be fine, thin, light, 
non-corrosive to the organs and tissues inside our body, impermeable to the highly 
motile sperm and easy to keep clean and hygienic.[21] 


One of the prominentscientists of the Indian Council for Medical Research (ICMR), the 
premier medical research establishment in India, told us without hesitation that there 
was no research being undertaken by the ICMR on condoms and their materials. He 
did not forget to add that the condoms available in India were capable of meeting all 
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Condoms offer protection 
| from 
AIDS, cervical cancer, 
STDs, 
and... 
pregnancy! 


international standards. It is not thought abnormal in the least that when crores of 
rupees are being spent on research on developing long-acting hormonal contracep- 
tives like Norplant which affect women’s bodies, notevena single paisa is being spent 
on research relating to condoms. 


An ad-film by the makers of MOODS, a condom, shown on television nowadays 
signifies changing attitudes about sex. Since sexual relations area hidden, secret affair, 
the first customer enters hesitantly, stammers, and is not quite sure how to ask fora 
condom. Then enter the second customer who strides to the counter and asks openly 
and in a matter of fact manner for MOODS. The message is clear. In the interests of 
expanding its market the company is encouraging customers to be confident about its 
products. Perhaps it also wants to say that people should buy MOODS because it will 
make them confident.[22] 


But along with all this, it also uses a shift in perspective, an openness towards sexual 
relations, a positive approach to condom use, with the added message thatitisnostain 
on one’s manhood. 


Even otherwise there is now open talk about methods like the condom, not somuch 
for birth control but more for safer sexual relations. Every effort is being made to 
popularise them, to the extent that in the red-light areas sex workers are being asked 
to see to it that their customers use these methods. The main reason for this is the 
prevention of the Acquired Immuno Deficiency Syndrome (AIDS) which is transmitted 
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sexually through body secretions. It is held that all those secretions transmitted from 
the body of one person to another, whether as sexual secretions or as part of blood 
transfusions, have the potential of transmitting the AIDS virus. AIDS completely 
destroys the immune system of the body and, at least as of today, the only prognosis 
for a person affected with it is certain death. 


In fact, itis the sex workers who face the most danger of contracting AIDS from their 
customers. But the emphasis has always been on their customers contracting the 
disease from them. For this reason they have often been imprisoned and prohibited 
from plying their trade, thus losing the means of their livelihood and being reduced 
to destitution. For years they have been asking for compulsory condom use to save 
themselves from sexually transmitted diseases and forbirthcontrol, but theirdemands 
were totally ignored. Now that the danger to their male customers has suddenly been 
realised it is these women who are being harassed with every kind of restrictions. 


Female barrier methods 


Women have long felt the need for control over their fertility and have attempted 
various ways to doso. One of these have been barrier methods whose use is in women’s 
hands and which are used in their own bodies for their own protection. Not relying 
on men’s co-operation or notreceiving it,and sometimes not willing to take the risk of 
failure of condoms, women have used barrier methods. 


These barriers /diaphragms used in women’s bodies perform two functions. Firstly, 
they form a physical barrier which prevents the entry of sperm into the uterus. 
Secondly, the chemicals which are very often used with the barriers destroy the sperm. 
None of the many types of female barrier methods is available in India. 


The first diaphragm was invented in the 19" century. It was only around 1960 that it 
was possible to understand and thus control the chemical cycle involved in reproduc- 
tion. Before the advent of these hormonal, chemical methods, almost one-third of 
American couples used diaphragm-like barrier methods. By the time of anothersurvey 
conducted in 1971, most of this diaphragm using population seemed to have vanished 
and only 4% used the diaphragm. 


These are the figures which have become a basis for the continuing onslaught of 
chemical methods aimed at women’s bodies. All that these figures seem to say is that 
people prefer simpler, more direct methods, but these were made the basis for saying 
that people reject methods that are used during sexual intercourse. This viewpointhas 
also affected planning. From 1980 to 1983 an average of $62 million was spent 
worldwide each year on contraceptive research but only $2.9 million were spent on 
barrier method research .[23] 


As we have mentioned earlier in the chapter on population programmes, there was a 
changed emphasis in government policy in India in the 1960s. At this time intra uterine 
devices (IUDs) were introduced in the government programme and the then existing, 
available birth control methods like the barrier methods were completely sidelined. 
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Since then the stress in the contraceptive distribution mechanism of the government 
has been onlong termmethods thatdonot require people’s participation. As discussed 
earlier in the chapter on ‘The Family Planning Programme’ these changes werea result 
of an international politics of population control. 


In the 60s the Indian government received a large number of IUDs as part of the Aid 
package. To be able to distribute these IUDs the already available and used barrier 
methods had to be discredited. Studies conducted in the 60s went on to prove how 
barriers were difficult to use and hence disliked by Indian women. Lack of privacy, 
unhygienic conditions in which people lived, women’s shyness in touching and 
looking at their private parts —all of these were studied and shown tobe deterrents in 
the use of female barrier methods. Instead of helping women getover their discomfort, 
their inhibitions and doubts were further strengthened with acceptance of these as 
reasons for discontinuation of supplying female barrier methods. 


There has recently beena shift in trends. Now that the general ill-effects of hormonal 
contraceptives and especially of their long term use are becoming known, more and 
more peopleare turning to barrier methods. These methods donotcause fundamental 
chemical changes within the body, nor is it necessary to keep the devices inside the 
body for long periods. With adequate information their popularity is bound to increase. 


In fact, on the basis of their experience, women’s organisations are demanding that 
female barrier methods like the diaphragm be made available once again. Getting the 
methods has proved to be quite difficult. In fact, rural women in Rajasthan and a 
women’s organisation working with them wanting to use diaphragms for birth control 
were not provided with them in spite of a clear cut demand.[24] 


Awomanactivist, whois aware of health issues and has analternative viewpoint, told 
us that thousands of condoms and diaphragms are gathering dust in government 
hospitals and godowns but arenotbeing made available. Itisnotnew thatthe State,even 
as it raises sucha hue and cry about family planning, refuses to make those methods 
available to people which they want and demand. In this case, the reason given for this 
refusal is that they are not acceptable to the people! It was not thought necessary to 
explain how and what information was provided to their users and the reasons for 
which people have stopped using them. 


The cervical diaphragm 


The diaphragm is somewhat like a cap made of silicon, 
and is available ina number of sizes since vaginal sizes 
are different and it is necessary that the diaphragm fit 
as closely as possible. It ranges from 50 to 105 mm in 
diameter. Up till now it was assumed that the dia- 
phragm had tobe used along witha spermicidejelly that 
is put onto it before it is fitted into the vagina. The 
spermicide kills the sperm which manage to enter de- 
The Diaphragm | _ spitethe diaphragm. Itwas thought that the diaphragm 
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PARIDHI 


Paridhiis a word derived from the Sanskrit 
word Paridh meaning circumference of a 
circle. This Delhi based group is actually 
registered asa private limited organisation, 
in keeping with the new changes in the 
economicscene of the country. This process 
also signifies a new start to a process of 
acting and not just reacting to other’s ac- 
tions. 


Women’s groups have been asking for dia- 
phragms for quite a few years now. This 
group ofindividuals active in the women’s 
movementhas taken the initiative to study, 
research the acceptability of the dia- 
phragms, create an understanding for 
popularising them with women, and then, 
as a next step go into the manufacturing 
and selling of diaphragms. This isa totally 
new kind of effort that has been initiated 
since the early 1990s. 


Anotherimportant part of the projectis that 
the group isinitially studying and conduct- 
ing its research using diaphragms cheaply 
provided by a Brazilian women’s group 
which is also manufacturing and selling 
diaphragms in Brazil and has succeededin 
making them available atalow costand has 
alsomade them more handy and friendly in 
appearance. In fact the Brazilian dia- 
phragmslook much more friendly than the 
ones available as part of the ICMR study 
which is also being conducted since 1993 
where too diaphragmsare offered as part of 
the cafeteria approach with contraceptives 
in the Family Planning Programme. 


Paridhi has begun work with women from 


the resettled low income colonies in Delhi 
and with a few other NGOs and women’s 
groups elsewhere in the country. They are 
beginning with conducting workshops to 
not only familiarise the use of the diaphragm 
buttoalso give womensome training in self- 
help along with an understanding of the 
politics of population control and birth con- 
trol. 


The work for the last more than a year has 
indicated a few things very clearly. They 
have been trying to experiment both—use of 
diaphragm without spermicide and con- 
tinuous wearing of the device. Eachmember 
of the team has been herself wearing the 
diaphragm and using it for a continuous 
period ofa few months. Inthe course of their 
work, along with realising the possibility of 
continuous use without spermicide, they 
have also seen some other gains of this con- 
tinued use. As all the discharges are col- 
lected in the diaphragm, ithas become easier 
tomonitor and check the discharge for iden- 
tifying the fertile days in every woman’s 


cycle. 


The work withthe poorwomen from the low 
income group colonies has also revealed 
other facts. One is the enormous prevalence 
of infections and problems involving the 
reproductive organs thatwomensuffer from 
and a second interesting point has been the 
small size of the diaphragm that Indian 
women need. As a result of these initial 
findings they are now trying to do a more 
extensive study and also reach some medi- 
cal help to women suffering from a multi- 
tude of problems. 
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is not entirely successful as a physical barrier since it does not fit sufficiently closely. 
The actual contraceptive function was therefore presumed to be performed by the 
spermicide and the diaphragm then acted more likeamedium tohold the spermicide 


How to insert a diaphragm 


within the vagina. Since the sperm are extremely tiny, energetic, and motile, it was 
thought necessary to create a chemically hostile environment and destroy them. 


Ithas also been assumed so far that the diaphragm has tobe inserted properly into the 
vagina before sexual intercourse, otherwise it may not be effective and may also hurt 
the vagina as wellas put pressure on the bladder. It has to be kept in place for at least 
six to seven hours after intercourse so that all sperm be destroyed. All this time, the 
spermicide resides inside the body and, if the body doesnot take kindly toit, may cause 
quitesome problems. Thereis also the possibility of the diaphragm shifting and getting 
displaced and hurting the vagina. Often, because sexual intercourse may not be 
foreseen and because itis controlled by the man, deciding when to wearit poses its own 
difficulties. 


Recent studies conducted by women’s groups and others, however, point out that the 
diaphragm is as effective without the spermicide as it is with it. There are also some 
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reports indicating that without spermicide the diaphra gm canbe worncontinuously 
for almost all the time thus getting rid of the problem of having to wear ita few hours 
before intercourse. There isa group in India, Paridhi, whichis carrying out studies with 
the diaphragm and which intends to manufacture and market diaphragms in future. 
(See box on previous page for details) 


When used with all precautions, the diaphragm is said to havea failure rate of about 
2%. The failure rate without the spermicide has been estimated at 10%. Even the 2% 
failure rate is mainly attributed to improper fitting or subsequent shifting of the 
diaphragm. These figures are from ‘The New Our Bodies Our Selves’ and refer to the 
situation in the U.S. The ongoing trials being conducted both by the ICMR and the 
voluntary efforts of various women’s groups will probably give us some statistics in 
the Indian situation. 


The cervical cap 


Another barrier like the diaphragm is the cervical cap which is 
narrower and deeper and hence can fit more snugly onto the 
cervix. Itissomewhat more difficult to reach inside for its insertion 
or removal, but because it fits more snugly there is little chance of 
its subsequent shifting. It is available in different sizes ranging 
from 25 to 32 mm in diameter, is made of a harder type of rubber 
or silicon and has a stiff ring at its mouth. 


Spermicide may be used even without the cap and the diaphragm. 
For years women have been using spermicidal materials like 
butter, vinegar, lemon peel, etc., in their vagina. In 1940 a chemical 
cream was invented which could be used with or without the cap 
or the diaphragm. The difficulties faced were — not being able to 
retain it in place in the absence of diaphragm and not being able to wash until a few 
hours after intercourse. 


The cervical cap 


Some discomfort may be associated with the use of the cream, the cap, and the 
diaphragm. Foremost is the possibility of allergic reaction if the body does not take 
kindly to them. Ifthe uterus is seriously retroverted, that is angled backwards from the 
vagina, itbecomes difficult to insert and fit the cap/ diaphragm properly. If the same 
cap/diaphragm is used fora period of about2 to3 years and ifitis not properly cleaned 
it may give rise to infection. By contrast, condoms are disposable and do not present 
this problem. 


The female condom 


Recently, we hear of a condom for women being marketed in the countries from the 
North. It is long and baglike with rings at both ends. A smaller ring at the closed end 
fits onto the cervix when the condom isinserted. The larger outer ring at the openend 
fits onto the outside of the vagina. It creates a cavelike channel for the penis inside the 
vagina and yet separate from it. The female condom has tobe discarded after every use 


68 We and Our Fertility 


and isnon biodegradable like the condom. Hence it turns out to be very expensive in 
more ways than one. 


Yet there isneed for more widespread studies with the female condom because it isa 
method that is more in women’s hands and more importantly it gives women 
maximum protection from sexually transmitted diseases. One calculation of the risk 


inner ring 


ae 


open end 


The female condom 


of STD transmission estimates a 97.1% reduction in the risk of HIV infection with 
correct and consistent use of the female condom. 


Women who have used it have also reported some discomfort due to its size and 
material, especially with the sounds generated during intercourse! But some of the 
recent studies suggest that although initially women didnot like the looks of the female 
condom, they found it easier to insert the female condom after repeated use. Itis also 
being said that polyurethane, the material of which female condoms are made, does 
not produce irritation or allergic reactions in people who are sensitive to latex, the 
material from which traditional male condoms are made. All these aspects make the 
female condoma possible method of choicein the future and efforts are being madeby 
women internationally to make it available at lower costs in the regular Family 
Planning Programmes of the State.[25] | 


Sheaths, barriers, and sexuality 


Itis obvious that using these devices is not an easy matter that would come naturally 
tous. Learning and teaching how touse them are both important. Itrequiresa readiness 
to grapple with and change many established notions. It requires us to be well 
acquainted with our bodies and to have an easy, friendly relation with them. This can 
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be accomplished more effectively by those for whom birth control is their own need, 
and they can be helped by those who share this conviction. 


This is precisely why the State, the Family Planning Programmes, as wellas all those 
international organisations working for population control donot give importance to 
these devices. In their eyes, those men and women who should be practicing family 
planning are shortsighted and ignorant. They therefore take upon themselves the 
responsibility of bringing about family planning for thesesections, and so they favour 
methods in which control rests with the providers, and certainly not with the users. 


Besides, patriarchal values donotallow sharing of the responsibility of reproduction 
bymen. Itisneversaid thatmen should accept their ownresponsibility in procreation, 
in the increasing population, in pregnancies, and in pregnancy related deaths. 


Those who oppose this foisting of the responsibility of reproduction solely on women 
are criticised as being ignorant of reality and socially irresponsible. The few who 
oppose contraceptives harmful to women’s bodies are accused of being blind to 
maternal mortality rates and to rising population figures. It is said that the new 
contraceptives would improve women’s health because women wouldat least escape 
the hazards of unwanted pregnancy. From the male point of view, reproduction, the 
bringing up of children, and checking the rise in population are first seen as the 
responsibility of women, and harmful contraceptives are deemed helpful in tackling 
these problems. The enthusiasts of these methods then ask their opponents, if the new 
methods are effective in solving these problems, what really is their grouse? 


Our opposition is basically to this entire perspective, to this indiscriminate interference 
with nature. Our opposition is to this understanding which ignores the fact that men 
arealso equally responsible forreproduction. We opposeall thatresearch and its entire 
direction which is based onbeliefs and customs which subordinate women and which 
only serve to strengthen this low status. 


Webelieve that barrier methods interfere the least with our bodies. That they enjoin on 
both persons participating in sexual intercourse to accept their responsibilities to the 
process and to each other. Besides, whena man cooperates by adopting these methods 
in the course of sexual relations with the woman, it can help establish a new dialogue 
between them. Use of such methods is also a concrete step taken in the direction of 
changing that social perspective which sees women as mere objects of gratification. 


One of our friends, Lalita, working on AIDS, said on the basis of her experience, 


“If only humans would revolutionise their thinking about sexual relations many of 
our problems would automatically disappear. The responsibility of satisfying sexual 
need and sexual pleasure for one’s body should rest with the persons themselves. 
Relations with any other person should be aimed at establishing and developing a 
dialogue between them. It is clear that in sucha situation the mating of reproductive 
organs would not be of central importance. It would mean good bye to contraceptive 
devices and good bye to sexually transmitted diseases. And in exchange, we would 
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havea healthier society in which women would not be reduced tosex objectsand human 
relations would be stronger.” 


This is a dream, of a different world. But in this world, even before the dream takes 
shape,every manand woman should attemptto use barrier methods like diaphragm 
and condom which are the least harmful devices, and which, in addition, protect us 
from AIDS and other sexually transmitted diseases. For all those whoseek their sexual 
pleasure through intercourse and for all those for whom penetration is an important 
part of sexual pleasure in homosexual or heterosexual relations, if they care for their 
partners and their own safety, barrier methods have become a must. 
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INTRA - UTERINE DEVICES 


Harmful methods made inevitable 


“Thavea lot of pain in my back. Every time Icomplain my family says, goto the hospital 
and ask the doctor to remove the Copper-T. But I have got the Copper-T inserted of 
my own choice. Ihave two children, theyareenough.Ido not wantany more. Shouldn't 
one be satisfied? But no, my family doesn’t think so. They brought me into the house 
because the first wife did not haveany children and now they want their pound of flesh. 


“But I got the Copper-T inserted. I lied to them and told them that Iwas forced in the 
hospital. What else could I do? But now my husband says if you have pain go get it 
removed. Over and over again he says, ‘How can they let it be inside you against your 
wishes?’ Tell me what I should do, Doctor. I do not want any more children. I bleed 
a little more than usual because of this Copper-T but that I can bear. Only free me 
somehow from this pain, that’s all.” 


The doctor was struck dumb. Aruna was getting her way by saying that the doctors 

forced her. Shewas using the well known fact ofhow doctors and others within the state 
system forced contraceptives onto women. Weall know that doctors act accordi ng to 
their own understanding and with total disregard of what women feel. But this was 
a strange situation. Aruna was using one coercion against another and attempting 
through this to get her own way. 


The doctor inquired further about the pain and what came out was this — “Everyday 
Isitat the machine from 40’ clockin the morning. Besides, there is all the work involved 
in a household of ten persons, the children, and attending to everyone's whims and 
orders. Last delivery, I had to begin working within ten days of the child’s birth. Now 
that I have this pain in the lower portion of the back, I get up somewhat late, around 
5 o'clock. Please stop these pains somehow. Bleeding a little more than usual, a little 
more discharge —all that I can tackle. It doesn’t come in the way of my work. But now 
I cannot sit on the machine and then he goes on and on about having the Copper-T 
removed.” 
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The doctor wanted to say that if she kept overworking this way, there was bound to 
be pain. But both of them knew that there was no alternative, that all that the doctor 
had in her hands was to prescribe pills for the pain and for Aruna to take them. 


We, members of a women’s organisation, who had always thought it important to 
gather information and convey it to people, especially women, were there. We have 
always believed that :nformation on how different contraceptives workand whatill- 
effects they could have, and sharing of this information amongst the largest possible 
number of peopleis extremely important. Such information, we believed, isnecessary 
to choose betweencontraceptive methods. 


Here we were encountering a different dimension altogether. People like us had 
investigated the Copper-T and madeita part of our general understanding that many 
women who useit complain of painin the back. It was because of this information that 
Aruna’s pain was being related to the Copper-T. Moreover, it was on the basis on this 
connection that she was being told by her family to remove it against her wishes. On 
the other hand, the coercion by the doctors and health system, which we believe does 
notlet women liveaccording to their choices, itself was being used by her to getherown 
way. Information which we had thought would in general help people take their own 
decisions here seemed to be obstructing this process. Reality is truly complex! 


Wehad tocopewithmany such realities oflifeas we tried tounderstand the popularity 
of the Copper-T. This is one method which is effective for a long time and does not 
involve daily intervention. As it is entirely within the body, it is invisible, and thus 
possible to use without the knowledge of the family. For these reasons itis popular, or 
perhaps one should say thatmany women use it. The very reasons thatmake women 
use intra-uterine devices (IUDs), willingly or by force, are also the reasons for which 
we in the women’s health movement have been critically looking at IUDs. 


We believe that contraceptive research should be in the direction of methods which 
help increase our understanding of our bodies and methods that canbe controlled by 
us ourselves. Therefore we have always held that long-acting, continuous-use meth- 
ods arenot appropriate. Contraceptives which interfere with the bodily processes for 
prolonged periods of time donot help us develop anew relationship with our bodies 
in any way. 


Along with this demand, wealsorealise that the situation formany womenissuch that 
a solution is possible only with long-acting contraceptives like the Copper-T. Inspite 
of complaints like excessive bleeding and acute pain in the back, they are ready touse 
these methods. Ina way, itis a decision arising out of helplessness because most men 
are not ready to share the responsibility of planning their families, and moreover, no 
such information or alternative methods are available to women. 


To understand this at a theoretical level is one thing, and to experience it all around 
us quite another. In the helplessness and frustration of our needs, the lengths we 


womenare ready to goare incredible. Even more amazing is our mental preparedness 
to bear pain. 
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Many experiences, one story 


“Tt is but natural that there will be a little more bleeding after getting a Copper-T 
inserted. I do not have any much complaint. Earlier I used to have periods for three 
days, now it’s five, that’s all.” | 


“Ihave such pain, Icannot describe it. Ijust can’t bear it. Halfthe month I spend having 
my periods.” 


“Last time Ihad no complaints. Now Iwant to get a Copper-T again. Idon’t want any 
more children and my second child is still very young, so the doctor herselfhas advised 
it. And even if thereare complaints, what else do Ihave? Condoms don’t seem to work 
very well. And then there is always the chance....” 


“And old Zaibun, mother of four children. She has come to get her older Copper-T 
removed and get a new one placed. Doctors advised tubal ligation. But that was not 
possible because the husband refuses because he is afraid that after the operation she 
will have to take bed-rest for eight days, and then who will look after the house? Zaibun 
is even more afraid. What if she gets pregnant again, what then would happen to her? 
She put a lot of pressure on the doctors. The doctors too tried, but the Copper-T would 
not just go in. Helpless in her need, throughout all this painful procedure there was 
notasound from her. And later what pain she felt was the fact that her body was refusing 
to accept the Copper-T.” 


Very often the Copper-T is adopted for lack of alternatives, and the painassociated with 
itis weighed against an unwanted pregnancy. If oneis being treated according to her 
need, the body has to bear the pain, doesn’t it? The very idea of a situation of having 
one’s way without pain, is beyond imagination. 


We meta well educated upperclass woman who had also spenta few yearsin the US. 
She was in great pain because of the Copper-T.She had come toa private practitioner 
to have it removed. In spite of all the pain she had agreed to its removal only on the 
understanding that she would have a tubectomy performed right away. Her well 
educated husband who had alsospenta number of years in so-called modern countries 
was under no circumstances ready to use the condom or to have a vasectomy 
performed. So there she was, in great pain because of the Copper-T, afflicted by 
excessive bleeding, and now about to undergo surgical intervention. 


Once again we faceano-gosituation with respect to the Copper-T. While it offers some 
relief tosome women in their helplessness, its very availability increases the helpless- 
ness of many others. Their responsibilities are foisted on them with a vengeance. 
Whether they want to or not, they are made to shoulder all responsibility for contra- 
ception. Since itis a method that does not result in unbearable pain for many women, 
itbecomes a kind of pressure on all women toacceptitasa contraceptive. Once women 
are coerced into using thismethod the menare truly set free of all responsibility. If their 
families are being planned without active participation from them, the very need for 
men’s sharing also disappears. The availability of the Copper-T thus serves to 
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strengthen all the established anti-women beliefs, and limits our ongoing struggle to 
get men to accept their own responsibilities. 


The story of government supervision 


Thesemethods developed for theso-called facility ofuse forwomen, alsoserve another 
objective: that of the State run family planning programmes. Just as the long acting 
contraceptive methods provide one alternative, they also serve to rob women of the 
freedom of choice and in a way help transfer control to the hands of others. 


Inserting and removing the Copper-Tisaskilled task thatnot everyone can perform. 
Once it has been inserted, it becomes necessary to approach a doctor or other health 
workers foritsremoval. Inspite of women’s complaints, these people donot offerhelp 
unless the pain and discomfort exceeds a limit —a limit which is also determined by 
them. . 


Wemeta woman doctor whoworked ina government-run woman’shospitaland had 
opposed some established methods. According to her, in the government hospitals, 
especially in Maharashtra, Copper-T is inserted right after abortion or child-birth. 
During this period the uterine lining and the vagina are extra-sensitive and insertion 
of Copper-T at this point is nothing short of an invitation for complications. Though 
it does add to the tally of Copper-Ts inserted, itis muchless effective asa contraceptive. 
The one who suffers finally is the woman. So, this doctor violated established 
procedures by preferring to wait for atleast 15 days, butthereare very few doctors who 
show this kind of awareness and readiness to act on their convictions. 


Doctor Sheba is another senior doctor in one such government 
hospital. An ardent supporter of the IUD, she was convinced that 
any woman can use it and that there was no harm in some amount 
of coercion with “these women who keep producing babies.” In 
addition to this, she also used IUD herself and claimed that she had 
no problems with it. 


It was only after she got her IUD removed after using it for four years 
that she could face the facts honestly. She confided then, “I cannot 
express the relief I feel. I never realised the extent of discomfort with 
the IUD. Now I will never be able to ask any woman to use an IUD.” 


This was Sheba’s true dilemma as a woman trained as a doctor to be 
unmindful of the lives and lived experiences of her patients. How can 
honest, human, womanlike realisations such as this be made possible 
for all those women providing services in the government health care 
system? We feel it is urgent and never too late to explore such spaces. 
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The emphasis of doctors and the government programme is on family planning in 
which population control is of central and overriding concern. Their objective has 
never been that of seeing to it that womenand men themselves get any kind of control 
over reproduction. In fact, they donot even accept that the people may themselves want 
to plan their families. Any woman whoapproaches the government medical establish- 
ment for abortion or delivery is fair game for them. That Copper-T may alsobeherown 
need, and that she may come back for it after the appropriate interval has passed, is 
a thought that lies beyond their reasoning. The entire family planning programme is 
based on the viewpoint that all people know is how to make moreand more children, 
that this is what they want, and thatcontrol over their fertility is beyond their capacities. 


Underlying this is also the assumption that every kind of difficulty that people face 
would be solved if only they could reduce their family size in whatever way possible. 
And so while the government may be unable todo much inany otherarea, itis atleast 
sparing no effort in the sphere of population control. 


What is sacrificed at the altar of this single point programme are women’s bodies. 
Those methods are deemed effective which make it impossible for women to subse- 
quently change their options, which leave them with no control. In this kind of 
‘whichever way possible’ control, itis but natural that the ill effects on women’sbodies 
and their associated pain and discomfort willbeignored. Methods developed within 
this perspective have first to ensure that conception does not take place. The next 
criterion is that they should be effective for as long a period as possible and that they 
should save as much work for the health system as possible. So, in comparison with 
the condom whichneeds tobe distributed regularly or pills thatneed tobe distributed 
every month, the Copper-T is surely preferable because once inserted itruns its course 
for four years, during which ithas tobe inspected at mostevery six or eight months and 
that too is not always compulsory! 


Passive methods, active bodies 


It is said that IUDs provide relief to women because they do not have to actively do 
anything about contraception everyday. Butall the time their bodies are working hard 
and struggling against that foreign object, the IUD, inserted into them. With this object 
that they recognise as foreign but are nevertheless forced to retain, they also have to 
work at preventing conception. And with all this, they have also to cope with the 
equally long-acting, debilitating effects which can be sidelined by simply naming them 
side effects. 


Five instead of three days of bleeding, continuous backaches — these the body has to 
suffer anyway. But hovering in the background is the more serious possibility, that of 
contracting pelvic inflammatory diseases or PIDs. The PIDs are diseases caused by 
infection of the upper reproductive tract. Asitis, formany other reasons a largenumber 
of women suffer from vaginal infections. With this foreign object in their bodies, the 
possibility of rapid spread of infection in the pelvic region increases. These PIDs are 
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The different types of IUDs 


The firstIUD was invented at thebeginning of thecentury. Allthat 
was demanded of it was that it occupy as much space as it could 
and thatit dono bodily harm. The first 1UDs were made of gold 
or silver and were wound with silk. After that many more IUDs 
were made from different materials in various shapes. For ex- 
ample, the Lippe’s loop was made from plastic. It was invented 
in 1964 and was the first to be used in Indian Family Planning 
Programmes. These IUDs are called first generation IUDs. 


Lippe's loop 


Because they were large in size, these 
early IUDs caused severe discomfort. Hence smaller [UDs were 
devised. To make them more effective copper wire was wound on 
to them. These are called second generation IUDs. The presence of 
copper brings about chemical changes in the uterine environment 
and makes it hostile for the sperm. Copper-7 and Copper-T are 
examples of such IUDs. Today it is the Copper-T, effective for the 
period of four years whichis availableeverywhere under our family Copper-7 
planning programmes. 


Now with the advent ofhormones, we have the third generation of 
IUDs with no change in size or shape. Instead of the copper 
winding, itnow contains progestin which keeps slowly oozing out 
of it. Its presence makes the white cervical mucus thick, which 
obstructs the entry of the sperm in addition to the generalaction of 
IUDs. Besides, progestin also affects follicle development. 


| Copper-T Progestacert is an example of such an IUD [26] 


extremely painfuland at times havebeen known tobe fatal. When not treated on time, 
there is also a danger of infertility. 


Another effect is the increased probability of ectopic pregnancy in which a fertilised 

egg, unableto reach the uterus, implants itself somewhere else, mostly in the fallopian 

tube. This effect of Copper-T is quite well-known andis part ofitscontraceptive action. 

faa before we go into that it is necessary to know what an ectopic pregnancy means 
or us. 


Itis obvious that the fallopian tube or any extra-uterine tissues are incapable of seeing 
the fetus through its full development. If there is implantation in the fallopian tube and 
itisnot detected in time, itruptures the tube. Before this stage is reached orimmediately 
after, surgical intervention becomes necessary, otherwise the internal bleeding can 
cause severe complications often leading to death. It is quite a difficult condition to 
diagnose and every woman who survives it has looked death in the face. 
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So many of women’s complaints are termed psychological. In the same way, in spite 
of my insistence the doctor ignored my complaints. I had pain, but of quite a strange 
kind. At times extreme pains, sudden darkness before the eyes, and giddiness. The 
doctors kept saying that they were not able to find anything wrong, but if I wished I 
should get admitted fora through checkup. Ihad succeeded in becoming pregnant after 
so many years. Iwanteda child very badly and Iwas following the doctors’ instructions 
to the letter. I got admitted, but they again found nothing wrong and I came home. 


Four days later, my pulse suddenly disappeared, I was almost in coma and my body 
had gone cold. There was an emergency operation and Iwas surrounded with hot water 
bottles to keep the blood circulation going inside my cold body. The gynecologists 
could make nothing of this condition. A surgeon was called who immediately 
recognised the condition and the operation was performed and I returned from the 
brink of death. 


What effect this growth of the fetus in the wrong place was going to have on my 
intestines, on my digestive system was yet to be known. What the excessive internal 
bleeding had done to me and other parts of the body is yet to be determined. What was 
important was that I survived. It was as if death took the price of a ruptured tube to 
return me my life. 


Ectopic pregnancy is a difficult condition to diagnose, and having to face death is a 
trauma that almost all women with such pregnancies have to pass through. The 
permanenteffect of the use ofa spacing method like Copper-T is well established. Yet, 
this potential trauma is labeled merely as one of the ‘side effects’. 


Contraceptive action: speculation even today 


This brings us to the question of how Copper-T and other IUDs act, and how this is 
related to their side effects. 


Fundamentally, all [UDs work on the principal 
of occupying space in the uterus so that the fetus 
finds noroom toimplant itself inside the uterus. 
As wehaveseen, the uterus isa triangular bag of 
strong elastic tissue and is normally flat. After 
conception, as the fetus develops it increases its 
size to make room for the fetus. The IUDs sit 
inside the flat uterus occupying all its space. 
They come in different sizes and shapes and are 
made from different materials. The different 
shapes are related to the requirement that they 
occupy as much space as possible, but at the 
same time are easy to insert, retain, and remove. 
The choice of material is related to its ability to 
stay inside the body. For any external object tobe The Copper-T's placement in the uterus 
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retained inside the body for a long time it is necessary that it should be inert and not 
cause any other discomfort. 


Copper is one such material and has been used in small quantities in some IUDs like 
Copper-T. The presence of copper was supposed toensure inertness butithasalsobeen 
found tohavea special rolein contraceptive action. Itis known that coppermakes IUDs 
more effective but to date it is not known what its special action is, despite many 
hypotheses and much research. 


Generally speaking, it is understood that in the presence of IUDs: 


: Because all space is occupied, the fertilised egg or fetus cannot find the space 
to implant itself. 
: The presence of copper renders the uterine environmenthostile to the sperm. 


Itaffects both the effectivity as well as the life span of the sperm. Asaresult, 
the sperm are not able to reach the fallopian tube and if they do, they are not 
able to fertilise the egg. 

: Presence of anexternal object like the IUD invokesa reaction from the uterus. 
The uterine tissue continually contracts and tries to expel the IUD, in the 
course of which action it also expels the embryo. 


The combined effect of all the above leads to contraception. And these are the same 
reasons which lead to ectopic pregnancy, excessive bleeding, and pain in the pelvic 
region. Generally, the egg is fertilised in the fallopian tube and the fetus migrates to the 
uterus and implants itself. Since the uterus willnow notacceptit, thereis the possibility 
of the fetus implanting itself outside it, mostly in the fallopian tube. The continual 
contractions of the uterus are also responsible for expelling the fetus. These contrac- 
tions are also perhaps responsible for the excessive bleeding and pain in the back and 
the pelvicregion. 


To make IUDs more acceptable, it is often emphasised that they do not affect other 
systems of the body, that since they are placed in the uterus their effect is localised to 
it. Moreover, their action is mainly mechanical and chemical effects are negligible. 
Hormonal contraceptives interfere with the entire chemical cycle within the body, and 
so in comparison, IUDs are considered to be less harmful. 


As we havesaid earlier, it would be wrong to give a general, comparative statement 
about the harmfulness of different contraceptive methods. IUDs, however localised 
their effects, are quite capable of creating unbearable pain fora womanin her daily life. 
Attimes they have proved tobe extremely harmful. What then can onesay: thatevery 
body will decide for itself which method suits it better? And nothing else? 


Eighteen year old Hasina had come for the vaccination of her three-month old child. 
I fired my usual questions at her. “Do you have enough milk in your breasts? What 
else do you give the child? The child is too small yet, what do you use?” 
“Copper-T. Will you please have a look?” , 

With my last question Hasina had put the ball back in my court. It was a full OPD 
session. Full of small children and their mothers trying to cope with them. It was 
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uncomfortably hot, and everyone was impatiently waiting to move up the queue, 
finish, and go home. Withsucha rush, it did not seem possible for me to take her aside 
and examine her properly. But here was a woman with Copper-T herself asking for 
an examination. How could I tell her to come some other time? What if she hada serious 
complaint? 

I began to question her. “Is there white discharge? backache? too much bleeding? 
stomach ache?” 

She had ano to eachquestion but kept on insisting onan examination. The other women 
and children were now becoming restless. Hasina’s own child had begun to cry after 
the vaccination. 

I almost shooed her off saying, “Go now, come in the afternoon.” 

“T think it has shifted,” now Hasina spoke loudly. 

“How can it have shifted? Does it pain? Do you have any discharge? Then, what is 
the matter?” 

“Doctor, I really think it has shifted. Nowadays the menfolk see all these blue films 
and try to imitate them. They don’t even come lying down straight. They come every 
which way. That’s why I think it has shifted.” 

Before she knew it she had said all this in a loud voice. All of us there were stunned. 
But now Hasina was crying with her dupatta at her mouth. 


Whether it is Hasina or whether itis Aruna, when there is not the slightest hope of the 
man’s co-operation, when there is no question of his understanding, IUD must surely 
appear like a boon from heaven. A contraceptive device that can stay hidden from 
everyone and that for a long time does not require one to do anything externally. 
Especially fora woman who has no hope of cooperation, its use is itself a silent form 
of struggle. The Arunas and Hasinas symbolise the struggle carried out in the face of 
all adversity to regain control over themselves and their own lives. 


Why then dosomany like us who believe in women’s liberation, who havea feminist 
perspective, why do weseem to takea critical ornegative attitude to these long acting 
contraceptives? In the process, are we negating these silent, lonely struggles, this 
resistance waged under extremely adverse conditions? Perhaps there are no simple 
answers to these questions. 


Our seemingly contradictory viewpoint is perhaps related to the fact that 
feminist understandings and movements are tied to a collective dream. The 
foundation for this dream is laid by these lonely battles, by the mutual personal 
support for each other, and by the act of joining with others in an attempt to break 
out of centuries of loneliness. Its roots as well as its future lie in decisions taken 
with openness, firmness and strength. And its dream is a change in our 
circumstances where Aruna and Hasina do not have to live such helpless lives, 
where non-cooperation by men or the pressures of the state need not become 
reasons for decisions. 


For thescientists the important questions are: Why doesa particular IUD work the way 
it does? What exactly is the role of an IUDin contraception? And soon. They are busy 
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delving into these secrets. For us these contraceptives raise questions that are as 
difficult as they are important to answer. 


The question with which we continue to struggle asa feminist organisationis: Itisclear 
that the availability of contraceptives like IUDs helps the silent struggle waged by 
many women, but how much nearer or farther does it takes us from our collective 
dream? While one person has certainly been helped in her struggle against social 
circumstances, allhave surely had to suffer the ill-effects of long-acting contraceptives. 
Moreover, the distancing between all of us remains as it was. Whatshould be coming 
together fora collective action appears to be fragmented into individual choices. Asa 


result there is no one voice raised, and nor does it become clear that many voices are 
being raised. And many silenced. 


If forsome reasons you are forced to choose anIUD asa contraceptive method, please 
take the following minimum precautions: 


° You must NOT havean IUD if you have severe menstrual bleeding or cramps, abnormal 
uterine bleeding, history of anemia, vaginal, or urinary tract infections, or ever had 
ectopic pregnancy. 

° Do not get an IUD inserted until six weeks after an abortion or delivery. 

° Get the IUD inserted soon after your menstrual period. 

° Learn from your doctor how to feel the thread of the IUD. Especially after every menstrual 
period feel the thread and hence the IUD. 

° —  Goforacheck upafter every menstrual period after having got the IUD inserted for three 
months and for a check up every six months thereafter. 

. If you cannot feel the thread or can feel some other part of the IUD, go to the doctor and 
get a check up. 

° If after inserting the IUD you suffer for a period of three to four months from — 


severe menstrual bleeding and cramps 
backaches, lower abdominal pain 
vaginal or urinary tract infections 


low grade fever, 
then get the IUD removed without any delay. 
° If you feel some changes in your body after the insertion of the IUD do not hesitate to 
discuss these with your doctor. 
° If your periods are delayed by more than two weeks and you have other symptoms of an 


early pregnancy, getapregnancy test, and if positive immediately get the IUD removed. 
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STERILISATION 


Foreclosing choice in the name of eugenics 


One way of contraception is preventing the meeting of the egg and the sperm through 
use of barrier methods like the condom, diaphragm, and cervical cap. These are 
physical barriers to be used either by the man or the woman toblock the passage of the 
sperm. A variation on this concept of barriers is the creation of permanent barriers in 
thebody. 


In some ways these permanent barriers are similar to the external barriers in that the 
sperm and the eggs continue tobe produced. Thereisnochange in the method of sexual 
intercourse, except that instead of having to interpose the barrier at every sexual 
intercourse, the changes in the body themselves actas a permanenteffective barrier and 
so such methods are called terminal methods. Both, the egg and the sperm, after 
maturation, have to pass through a tube, the fallopian tube for the egg and the vas for 
the sperm. Cutting and blocking either of these tubes effectively cuts off this passage 
and prevents their meeting. Thisis the terminal procedure called tubectomy in women 
and vasectomy in men. 


The idea is as simple as that, but such permanent intervention into human bodies 
situated in their social environment creates various kinds of problems. Before we go 
on to the details of these methods, let us take a brief look at the background of such 
permanent methods. 


In the name of eugenics 


In our society the capacity to bear children has been given overriding importance, 
especially for women, for whomitis considered evidence of their womanhood. Insuch 
a situation, itis not an easy decision to opt for terminal methods and lose this capacity 
permanently. Besides, there is the socio-economic situation in which there is no 
guarantee of life for the children who are already being brought up. Given the high 
figures of infant mortality, the stress on having one’s own child, and given that any 
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kind of social security is closely tied to having ornot having children, the decision to 
opt for terminal methods is never an easy one. 


It also requires that the choice be made freely, without compulsion. Under adverse 
conditions, the strength to stand by sucha decision and seeit through is only possible 
#£ the decision is not taken under duress, but is taken willingly. But is this possible 


today? 


“How many children do you have? Three? Enough! After this delivery we shall have 
you operated upon. Agreed?” What meaning does such consent, elicited at the hospital 
from a woman in her eighth month, have? If she does not give permission they will 
refuse to handle her delivery. 

“Only those women who undergo operation will be provided work under the 
Employment Guarantee Scheme. Thisis the declaration made by the state government. 
Withsuchadrought, where else will we seek work but with the government? And here 
they are providing work only after making sure that our bodies carry scars of the 
operation!” 

“We have to get the ‘case’ to agree somehow. If we do not meet the annual target set 
forus, wewillloseour salaries. Wehave to meet the targets, otherwise we will starve. 
And it is not just us, every kind of agency at the village level is engaged in this game. 
So sometimes we have to provide them with extra incentives to get them to agree. We 
have to see to it that their work gets done.” 


It is through the health services of a government continually working at population 
control that contraceptives reach the people. Itis the responsibility of the government 
tomake available tothe people the methods they would like touse. But the government 
believes that the people themselves cannot and willnotcontrol their own bodies. Once 
itis granted that people will not use devices that require daily action, whetheritis the 
pill or the condom, it is obvious that terminal methods will be preferred. - 


Moreover, the governmentalso has to provideservices. What better way thanasingle 
operation withnosubsequenthassles or the need for follow up.So, terminal methods 
have been the most favoured by government, and because of this, while they have 
reached a very largenumber of people, they have also been the instruments of direct 
or indirect coercion. 


This coercion cannot be seen simply in the context ofa general effort at controlling the 
population since it always becomes an instrument for the control of certain sections 
of the population. “Since the poverty in the developing countries is due to excessive 
population, reduce the number of poor” — that has been the international practice. 


Itis the same with respect to the poor and the oppressed within the socalled developed 
countries. Many non-white, Hispanic and Indian womeninthe UShad come forward 
in the 70s and publicly stated how operations had been performed on them without 
their knowledge by the health services. Until very recently, in many states of the US, 
couples who received social security for lack of employment had to undergo the 
operation after two children. 
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‘Eugenics’ has thus been one reason for the use of terminal methods. BS CNG . 
Inmany countries forced terminal surgery was legal for the mentally diem net the Naa 
_illand disabled. There are also cases on record of criminals having £ erformed ferminal 

been pardoned after accepting terminal methods. It is common 9P erations on almost a 
punishment for parents, especially mothers, found indulging in 2/lion people. Only the 
child abuse. | ‘superior’ had a right to 


: I ; Y 4 
NaziGermany foreshadowed these excesses. Itis said that the Nazis apap nen Ceatnesy, 


performed terminal operations on almosta million people. Only the 5 Uae ad a 
‘superior’ had arighttolive. The attempt was tosee toit thatanyone anices ali qualified . 
with any kind of incapacity would not reproduce. Blindness, deaf- person for terminal 
ness, psychological disturbances arenothereditary conditions, yet SUmgery. Even conditions 
they all qualified a person for terminalsurgery.Evenconditionslike /1ke dwarfism and club 
dwarfism and club feet werenotexempted.Itwasanageof‘eugen- feet were not exempted. 
ics’ in the extreme.[27] 


The ‘camp’ approach: changing direction 


In our family planning programme, whichis mainly a populationcontrol programme, 
there has been astress on sterilisations for quite some time. A few years ago, the stress 
was on vasectomy. Vasectomy camps were organised all over, people were rounded 
up and vasectomised. These camps could be held anywhere - in schools, railway 
platforms, or evenby the roadside. A bout of canvassing preceded. Local government 
workers who wereall given targets would be ready at the camps with the people they 
had managed toround up. From morning to evening the makeshift hospital would be 
busy, performing vasectomy after vasectomy. 


These excesses crossed their limit during the Emergency. In 1976 vasectomy was 
performed on6.5 million men, a figure that exceeded even the year’s target by almost 
50%. This was on the background of Prime Minister Indira Gandhi's statement that, 
“For the right of the nation, individual rights have to be sacrificed.” 


“In our village the police came with machine guns and tear gas. They all carried 
firearms and surrounded the village. They had with thema truck full ofammunition. 
512 men were beaten, dragged and put into buses and trucks. There they divided us 
into different groups. A hundred and fifty to two hundred men were sent to Manakola. 
There they were beaten, dragged to the camp and then... cut!” 


This is excerpted from an interview witha man from Uttar Pradesh recorded in the film 
‘Something like a war.’[28] 


The government had to pay for these excesses and this coercion became a major reason 
for its fall. It also had one more consequence. Vasectomy became taboo. As it is, 
reproduction is not considered to bea social responsibility of men. Added to this was 
now the experience of coercive vasectomy that hurt their concept of ‘manhood’ .So, after 
this episode, even today it is not easy tomake plans for emphasising vasectomy as part 
of the family planning programme. 
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Sterilisations in Delhi in the period 1970-1989. [30] 
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This did not mean an end to coercion, or an end to camps. Only the targets changed. 
Now everything was fully targeted atwomen, and new techniques of sterilisations for 
women which were considered ‘easier’ helped the trend along; ‘easier’ as compared 
to the earlier methods and as they did not require the full complement of hospital 
facilities. Now sterilisations could be performed anywhere - in a big hall, in class- 
‘rooms. That started the trend of women’s sterilisation camps. 


In the film ‘Something like a War’, one Dr. Mehta is performing a tubectomy operation 
on one women in one such camp and talking to the film unit at the same time. In front 
of us are the expressionless, empty faces of women and their bodies laid outinarow. 
The doctor is seen looking through a tube inserted into the innards of awoman and 
manipulating another instrument. Wecansee the abdomens of some women, the faces 
of some others withnumber tagsstuck on their foreheads. A group of womensitnearby, 
crammed together. And with the operation over, the women get up unsteadily, take 
their places, sitting, lying down. With this visual background we have Dr. Mehta’s 
voice, 


“I can easily perform more than hundred operations a day, but I am helpless. The 
government has restricted every doctor toa hundred operations a day. What I ask is 
whether the government would put the same kind of restriction on the Tatas and the 
Birlas, that they should trade only this muchand no more. And then if weare meeting 
the demand of checking the population rise why should there be such restrictions on 
us?” 


Indeed, women’s bodies at Dr. Mehta’s camp are no more than the different compo- 
nents on the assembly line in a Tata factory. To perform so many operations, things 
have been organised just that way.Onemember of the team fills up the woman’s form, 
one prepares her for the operation, one administers an injection, another performs the 
incision....from morning to evening all of them look after their own tasks and one single 
portion of the anatomy of the woman before them. 


Those responsible for bringing the women tosuch campsare the governmentservants. 
They promise to get some work done, they add something to what the government 
already offers, they cajole, they threaten and somehow manage tobring the women to 
the camp. They are transported in jeeps, promised the world. All that matters is that 
they be sterilised, what follows is surely not their concern.[29] 


Womenare provided withjeeps tocome tothe camp because itis theneed of those who 
have the jeeps. But after the operation it is the women whoare in need. Who will then 
provide them facilities? They have already added the requisite number to their tally. 
So after thesurgery, which might takea full day because of the number of women who 
have to be sterilised, these women who might have been fasting the whole day have 
to go to their far flung villages by themselves — walking or spending money on 
transport. 


When this is the case immediately after the operation obviously no one has the interest, 
nor is it deemed necessary, to follow up the operation a few days later to see whether 
there are any complaints. These sterilisation methods are made out to be simple, 
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straight forward surgical interventions that can becarried outanywhere. Are matters 
really all that simple? 


Allofus ordinary people understand things rather differently. In the first place, the 
words ‘operation’, ‘surgery’ are themselves sufficient to invoke fear. However small 
the incision, an operation is an operation. Then women especially have the insecurity 
of permanently losing their fertility. Formen thereis the anxiety stemming from their 
notions of sexual pleasure, of manhood. 


To deal with all these, and to make a free and willing choice, it is important that the 
whole process be carried outina dignified manner with due respect to the individual’s 
needs and state of mind. Also it is necessary to understand how sterilisation is 
achieved for women and men, whatill-effects may be possible, and what hasbeen the 
experience of these methods. Not only will this help in making an informed decision, 
it would also help in taking the necessary precautions to ensure minimum health 
problems. 


Tubectomy: the consequences of improving skills 


We begin with looking at tubectomy. It means cutting or blocking the fallopian tubes 
and creating a permanent obstruction within women’s bodies in such a way that the 
mature egg on its passage from the ovaries, and the sperm on their passage from the 
uterus, donot meet. 


In our description of the woman’s body we had said that the uterus, the ovaries and 
the fallopian tube all lie deep down and behind the vagina. This means that to reach 
the tube ene has to reach behind a lot of muscular tissue in the lower abdominal cavity. 
There are two mainmethods of reaching the tube. The first is to perform an incisionon 
the abdomen and reach the tube directly. The second is through the vagina by cutting 
through the vaginal wall. The first method is called laprotomy. 


Laprotomy 


Laprotomy is the older technique which required a large vertical incision. Then came 
the mini-laprotomy in whicha small transverse incision of about 4cm. is taken on the 
lower portion of the abdomen. It is necessary to cut through the skin as well as the 
underlying tissue to get to the fallopian tube. Using an instrument through the cervix 
the doctor moves the uterus to bring the tubes in the abdominal incision. Each tube is 
pulled out, tied up at two points and cut between them. The openendsare either tied, 
chemically sealed or cauterised. It is obvious that this needs anaesthesia. It also 
requires a sterile atmosphere to prevent infection. It therefore requires a fully equipped 
operation theatre and when this was the only technique available there was no 
question of women’ssterilisation camps. Techniques invented later have since made 
the operation easier and somewhat less painful. 
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Laproscopy 


As an alternative to the incision made in 
laprotomy, in this method a laproscope, whichis 
an instrument that helps see inside the abdomen, 
is used to block the tube. The laproscope is a 
narrow stainless steel tube containing fibre optic 
cylinders that transmit light into the abdomen 
and a set of lenses that enable the doctor to see 
inside the abdominal cavity. When using it, usu- 
ally two small incisions are taken. The first is 
somewhathigher on the abdomenand throughit 
some three litres of gas is introduced so that the 
internal organs separate from one another. The 
laproscope is then introduced through the same 
incision and it provides a field of vision of the 
insides. 


The second incision towards the lower end of the 
abdomen is used for the actual surgery. The sur- 
gical instrumentis introduced through this inci- 
sion and the tubes are cut and blocked viewing 
them simultaneously through the laproscope. 
After sterilisation, the laproscope is removed and 
the gas expelled. Sometimes it may be necessary 
to stitch the incisions but generally they heal by 
themselves. This method also requires anaesthe- 
sia and since the field of vision is narrow there is 
some possibility of damage to other tissues. 


The other way to perform a tubectomy is to reach 
the tubes through an incision in the vaginal wall. 
If sterilisation is carried out immediately after 
delivery thisis often the preferred method. Thisis 
possible because the reproductive passage wid- 
ens considerably during delivery. However, in 
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Tubectomy: How the fallopian tubes are cut 


this case due to the entry through the vagina, there is greater possibility of damage to 
the surrounding tissues and so this method is not as effective as the earlier method. 


Thereisno prescribed time for the operation, although if ithas notbeen performed after 
the periods, itisnecessary to use some contraceptive as a precautionary measure. Ifa 
sufficiently large portion of the tube has not been cut there isa possibility that the ends 
may rejoin. Moreover, in cases when it has not been performed with full care, there is 
a possibility of ectopic pregnancy for which major surgical intervention is the only 


answer. 
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Quninacrine: a flawed chemical procedure 


Besides surgical intervention to block the 
tubes, there aresome chemical methods also 
thathavebeensuggested.Onesuch for tubec- 
tomy has been the insertion of quinacrine, 
primarily an anti-malarial drug. It was in 
1970 that the first time a doctor in Chile tried 
it out for sterilisation. Since then thousands 
of women all over the world have been 
sterilised using this chemical and yet there 
have been no adequate clinical trials. 


Between 1989 and 1993, quinacrine was used 
in 31,000 women in Vietnam before the trial 
was called off. In June 1994 the WHO asked 
for four pre-clinical toxicological studies with 
the drug. Thesestudies were carried outbyan 
NGO Family Health International and in 
three of these four tests the drug was found to 
be mutagenic. Following these results the 
WHO recommended that until satisfactory 
toxicologicalstudies werenot completed there 
should be no clinical trials with quinacrine. 
In spite of this the drug is being used on 
thousands of women by private practitio- 
ners, if not the official government 
programmes. 


In India, for example, although the ICMR 
discontinued studies with quinacrine after 
the WHO’s announcements, private practi- 
tioners in cities like Bombay, Delhi, Calcutta, 
Bangalore continued to administer the drug 
to unsuspecting women. Defying all the so- 
called scientific guidelines, these doctors’ 
vested interests combined with the profiteer- 
ing drug companies and the population con- 
trol agencies, have wreaked havoc on 
women’s bodies. Scared of surgical interven- 
tions, many women prefer these chemical 
methods and trust the doctors would use 
only that which would be allowed. Inreturn 


the doctors make their lucrative businesses 
and pay no attention to the women’s com- 
plaints after the sterilisation. 


The procedure for sterilisation using quina- 
crine is very simple. Pellets of the drug are 
inserted into the uterus using a modified 
IUD inserter. These cause local inflamma- 
tion, scarring of the fallopian tubes and thus 
occlusion of the tubes. Many women who 
had quinacrine inserted experience a lot of 
pain and develop a foul smelling vaginal 
discharge. Besides the ill effects, the effi- 
ciency of this procedure is also very circum- 
spect. Many women have got pregnant de- 
spite the sterilisation’ .In the light of the fact 
that the preliminary toxicological studies 
have shown the mutageniceffect of the drug, 
this could be vary dangerous for the future 
generations. And yetheartlessly and mind- 
lessly the use of quinacrine continues. 


Young women going in for coercive surgical 
sterilisations is horrible. Women willingly 
going in formethods that appear tobe harm- 
less with no knowledge about the ill effects 
and the efficacy is worse. The faith in the 
doctors and the apparent simplicity of the 
procedure makeitvery difficult to recognise 
the possible harm that it could do. And yet 
we as women have to recognise and realise 
the dangers for ourselves, for each other. No 
one else is bothered about women’s health 
and their bodies to pause and question. 
Efforts are already being made in this direc- 
tion. Women’s groups all over the world 
have begun the process of collecting and 
disseminating all information on the proce- 
dure, aneffort that would form the basis for 
a sustained campaign against the use of the 
procedure anywhere in the world.[31] 
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The long and short term effects of tubectomy 


It can be said that surgical interventions for tubectomy are not so simple and straight 
forward. Each of them requires anaesthesia and the possibility of associated com- 
plaints. Since the tube is buried deep in the abdominal tissue there is a possibility of 
damage to the surrounding tissue. The incisions are fairly large and carry the risk of 
infection. Besides the long term effects of blocking the tubes there could be long term 
effects of the surgical procedure also: those related with damage to the surrounding 
tissues and organs and also those associated with anaesthesia and the pumped gas 
and consequent extension of the abdominal cavity. 


“Ever since the operation Ihave continuous pain in the backand in the pelvicregion.” 
“I do not feel as strong as I did earlier. Don’t know what's happened to me after the 
operation.” 

“Ever since the operation, there is something wrong with my periods. There is a lot 
of white discharge.” 


Most women are aware of such complaints after the ‘operation’. They are also aware 
that most doctors have ignored these experiences and observations of womenand tried 
toclaim no problems with tubectomy asa surgical procedure. Not only have women 
been fooled by tall claims about the safety of the surgery, they have alsobeen forced to 
suffer the pain without any sensitive intervention on the part of the medical practitio- 
ners. Mostimportantly women whohave suffered have been made out tobe hypochon- 
driacs until they themselves start doubting their pain. 


In this situation itis important to note that the hazardous aspects of tubal ligation have 


been recognised for more than half a century within the medical 
literature, but, although more recent reports acknowledge that 
tubal ligation causes grave and irreversible complications in sig- 
nificantnumbers of women, the information regarding the nature 
and/or rates of risk has not been conveyed to women. Despite the 
unacceptable complication rate, the shortcomings of tubal ligation 
are only expressed in terms of its failure rate in preventing future 
pregnancy [32] 


Most importantly women die from tubal ligation. In the United 
Kingdom, one woman inevery ten thousand dies asa direct result 
of tubal ligation. As stated in an editorial of the Lancet in 1991, in the 
US, it is 1 in every twenty thousand women, but in developing 


It is important to note 
that the hazardous 
aspects of tubal ligation 
have been recognised for 
more than half a century 
within the medical 
literature, but the infor- 
mation regarding the 
nature and/or rates of 
risk has not been con- 
veyed to women. 


countries such as Bangladesh, tubectomy claims 1 victim from every five thousand 
women whoare sterilised. Obviously the care that is taken during the surgery and the 


overall health status of the women does matter and hence the figures are different for 
different countries and situations. The camps that are held in India are notorious for 
the lack of care and this is what an article in the Lancet says about the camps, 
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“In these camps, laprascopes are reused after a quick wash and an exposure to 
formaldehyde vapour for 10 minutes. The pneuoperitoneum is created by pumping 
air (not carbon dioxide) via a syringe or rubber-bulb (or bicycle pump). Transvaginal 
uterine manipulations are often left to untrained staff, and this probably accounts for 
the high incidence of uterine perforations. Complications are rifeand the case fatality 
is as high as 70 per 100,000.”[33] 


Since tubectomy isa surgical interruption of a normal function, the effects on the local 
environment within the body is expected and observed. One of the often reported 
problem is of hydrosalpinx. A dull abdominal pain, often perceived as continuous 
pressure or a sensation of bloating, intermittently sharp which could also make 
intercourse painful sometimes, are some of thesymptoms which can even developas 
late as eight years after the surgery. Hydrosalpinx can be a precursor to the pelvic 
inflammatory disease which may have life threatening consequences, and yet these 
symptoms are often ignored as ‘psychological’ by doctors. 


Thesurgery could also lead toinfection (sepsis) due to the local disturbancein the flora 
at the site of the operation. It is also necessary to investigate the long term effects of 
silicone devices used for occlusion of the tubes. There could besevere immune response 
to these materials placed inside the body. Another frequently reported disease hasbeen 
endometriosis, which could also probably account for the large high incidence of 
pelvic pain reported by women after tubectomies. It is all these reasons that are 
responsible for theacute period pain rep orted by women following tubectomies, which 
so far had again been ignored or dismissed as a ‘subjective’ complaint. 


Besides these effects that are observed soon after the surgery but whose pain has tobe 
suffered for along period of time, there are also effects that manifest themselves much 
later. One of the major complaints has been of menstrual disturbances due to which 
many women have had to goin for gynecological treatments and even surgeries like 
hysterectomy. The menstrual disturbances vary —insome cases itis heavier flow while 
in others it results in reduced menstrual flow and delayed periods. 


AsLynTurney putsit, “Theleastinvestigated problem ofallseems tobe that ofwomen 
who suffer immediate problems following tubal ligation related to memory loss, 
general decrease in feeling of well-being, lethargy, loss of libido, and so on. Generally 
thesymptoms look consistent with a spontaneous iatrogenic menopause” [32] and yet 
these experiences of women have beenignored or worse still called psychological and 
notattended to. 


For women who undergo tubectomies in conditions such as tubectomy camps, the 
condition is even worse. There is no one who pays any attention to their complaints 
after the surgery. They are forced to go in for expensive and unaffordable private 
medical care or live with their pain. In fact there has been very little documenting of 
the post tubectomy problemsespecially for women in poor living conditions.Onesuch 
survey was conducted by a voluntary organisation Sabala Sangh, working in the 
resettlement colonies of New Delhi. 


One of the important features of this survey is that it was designed, conducted and 
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analysed by women from the community who had been working in the organisation. 
It had also been conducted because post sterilisation complications had emerged as 
one of the important health problems in the area. Their sample included 171 women 
who had been sterilised in government or private hospitals and also in camps. They 
found that many women complained of menstrual disturbances, dysmenorrhoea 
(45.62%), white discharge (40.94%), pain during intercourse (12.28%), backache 
(54.97%), abdominal pain (29.82%), weakness (54.97%), giddiness (50.88%), flatu- 
lence (35.67%), itching at the wound site (24.56%). The extent of the problem can be 
understood from the fact that almost 50% of the women had to take medical treatment 
for the complaints and most of them had to go in to private medical practitioners for 
the same.[34] : 


Itisimportant that more such informationbe collected and shared with those who wish 
to go in for tubectomies. All complaints have to be taken seriously, investigated and 
treated. In thename of the simplicity of the procedure these complaints should notbe 
ignored. Secondly, it is necessary that the decision of going in for the surgery be 
voluntary and without coercion. Coping with post-surgical complaints is much easier 
if the original decision itself is a free and voluntary decision. And finally, proper 
information about the operation and what exactly happens would go a long way 
towards ensuring an informed decision and action. 


Vasectomy: A simple method complicated by misunderstanding 


Vasectomy is a method that has beenmade 
very unpopular in India, especially after | piadder 
the emergency. There are many notions 
and ideas connected with it which need to 
be discussed. We begin with the technical . place where 
details about the surgery. The tube that is vasectomy is 
blocked in vasectomy is the vas deferens performed 

from which the procedure derives itsname. 
This is the thin tube which carries thesperm 
away from the epididymis. The vas passes 
very near to the skin and is much easier to 
reach. For this reason it is the simplest of 
methods, and compared with tubectomy, 
many times easier. This simplest of surger- 
ies can be performed by any non-specialist 
surgeon. However, precisely becauseofits | “7ethra 
ordinariness it proves to be uninteresting. 
It needs no skill, does not engender task 
related satisfaction, and poses no chal- 
lenge. In spite of its simplicity, or rather 
because of it, vasectomy is not performed by The location where vasectomy is performed 
most surgeons. 


seminal vesicles 
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The other more important aspectis thatmen have nowish to goin for vasectomy. And 
thereisno provision to encourage men to go forit. Thereisno place where men canbe 
targeted for accepting sterilisation in the way thatwomenareby the health caresystem 
every time they approachit for their gynecological or other health problems or even for 
their children’s health careneeds. In the private practices too gynecologists invariably 
have women patients. Research is carried out on women’s bodies under the guise of 
meeting theirneeds. Whether itis contraceptives or sterilisation, women agree to them 
more readily. And so these gynecologists too are not much concerned about male 
sterilisation and male contraceptive methods. The net result is that although this isa 
relatively simple surgery, itis not advocated and propagated as much. 


The operation can be performed under local anaesthesia. The vas can be felt by hand 
in the region of the scrotum and a tiny incision taken a short distance away from the 
epididymis. The vas lies just under the subdermal layer and is held through the 
incision, tied, and cut. A portion of the vas has to be cut away otherwise the two ends 
may rejoin. Here too, asin tubectomy the two ends of the vas are sealed by tying, bya 
chemical sealant orby cauterising. Theincision may require one or two stitches but that 
is not always necessary. Both the vas may be accessed through a single incision or 
through two small incisions on each side of the scrotum. 


In spite of being a simple operation, there are a few complaints which may develop. 
Ifsome of the blood vessels are cut in the course of incision and they are not properly 
attended to it may result in some internal bleeding and swelling which may be quite 
painful. Only in rare cases has severe infection or any other kind of acute discomfort 
been reported. 


The most common complaint is that of the formation of knot-like structures. To 
understand this, it is necessary to keep in mind that vasectomy does not stop the 
production of sperm. All that happens is that the sperm cannot leave the body. 
Generally, the sperm which come up to the cut portion of the vas are destroyed in the 
natural course of internal events. Butif the vas isnot properly sealed they may migrate 
to the surrounding tissue. Also, if for any reason, the blocked vas ruptures, thesperm 
may migrate through this portion. 


When the sperm migrate to tissue which does not expect them, they are treated as 
foreign bodies anda reactionis initiated in whicha knot-like formation may take place. 
In a few cases the nerves servicing the vas may be involved, in which case it is quite 
painful. In such cases, itisnecessary to operate and remove, butin other cases, if there 
is no pain, the knot after a time dissolves by itself. 


So, what stands out is that in vasectomy, or male sterilisation, very little physical 
discomfortis involved. What matter moreare the psychological conditions and social 
norms surrounding it. Itis commonly held that vasectomy leads toa decrease in sexual 
pleasure. The sperm are ejected as part of semen, and it is the semen that is important 
for sexual pleasure. This is made the basis for saying that if the sperm are not ejected 
there will be a decrease in sexual pleasure. However, of the semen that is expelled 
during intercourse, the sperm comprises only 5%, the rest comes from other glands 


Sterilisation 93 


which are unaffected by vasectomy. Similarly, the necessary erection and associated 
processes proceed undisturbed because they are controlled by tissue which is unaf- 
fected by vasectomy. 


Itseems morea matter of prejudice and pre-conceptions. Itisa commonbeliefabsorbed 
by everyone that though reproduction proceeds through sexual intercourse, the 
responsibility for reproduction lies with the woman whilemanhas the right tosexual 
pleasure. Vasectomy puts the responsibility of reproduction on to the man, but he 
would be ready only if it causes no decrease in his sexual pleasure, and so retaining 
it is one of the important considerations while looking at male contraception. 


Every kind of intervention has been made into women’s bodies and their internal 
processes. Of concern then is the effectivity of contraception. No one seems to take her 
sexual pleasure into account. All sorts of chemicals put into her body dull all her 
processes, but all that goes unquestioned because after all, not to have any more 
children is the responsibility of the woman and her body! 


Because we are women 


So, when itis a question about choosing between male and femalesterilisation, women 
themselves choose to undergo tubectomy. In spite of the fact that vasectomy is an easier 
operation, that it has very few ill effects, that sexual pleasure and children are needs 
of both men and women, that women already suffer much more pain during inter- 
course and reproduction, that sterilisation for women means more long term effects 
and pain, itis most often women who undergosterilisation. The national figures over 
the last few years show this upward trend as seen clearly in the adjoining graph. 


“My man has to do heavy work. If he undergoes vasectomy and is not able to work, 
who will look after us? So, I decided to undergo surgery myself.” 

“ITmay do whatever I like, but I cannot refuse to have sex with him. And since lam the 
one who is finding it unbearable to suffer the pain because of the Copper-T, I decided 
to undergo tubectomy myself.” 


In spite of the backbreaking work women putin, atevery step itis ‘he’ who has to work 
hard. Any change in ‘his’ manly characteristics raises questions about ‘his’ manhood, 
and manhood is directly related to strength, so the operation would render ‘him’ weak. 
So men will not undergo surgery. Women will undergo more difficult surgery, and 
moreover will not even be able to take proper rest even if it means life-long suffering. 


As itis, women think they havea right to rest only for a part of their pregnancy. Since 
they look upon motherhood as the only reason for their existence, they do not feel as 
guilty about it.On what basis can they then demand proper rest and feel it their right 
when they are undergoing a process of losing their capacity formotherhood itself? The 
net result is that fearing weakness, men abdicate their responsibility while women 
suffer the added burden of a difficult operation, lack of adequate rest and the 
subsequent ill effects. 
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Moreover, a decision thatinvolves the loss ofher fertility also bringsanew dimension 
to her situation with her husband and her family. Most societies restrict the sexual 
relations of the woman toher husband alone. Though the rules are often supposed to 
work the other way round as well, they are always applied much more strictly to the 
woman. One of the mechanisms through which the restriction works is the woman’s 
fertility, because sexual intercourse may lead to conception and expose the relation- 
ship.Butonceshe undergoessurgery, there isnosuch mechanism which may provide 
evidence of her ‘looseness’. 


And so, a woman who has undergone tubectomy finds herself more and more 
vulnerable to stricter control and increasing suspicion. Moreover, if in the face of 
constant sexual demands from the husband and consequently having to deliver child 
after child, some woman unilaterally decide to undergo tubectomystealthily, onemay 
easily imagine the uproar it would cause. 


Of course, the absence of healthy dialogue about issues related to sexuality and 
reproduction gives rise toanumber of pressures. When theman undergoes vasectomy 
and the woman nevertheless gets pregnant, itis immediately assumed that the child 
is not his. No one thinks of the possibility of failure of the surgery or any other 
difficulties which may be involved especially in the period soon after vasectomy. 


After the vasectomy Is When the vasectomy is performed itisnot clarified that even after 

performed some sperm the surgery, some sperm remain active in the open portion of the 
remain activein the open *%- This requires that for about three months after vasectomy itis 
necessary that some other contraceptive method be used. Even 
after this period, it is best to undergoa medical examination and 
make sure that there are no active sperm in the semen. Especially 
in the family planning camps, this information is not clearly and 
unambiguously communicated. As a consequence, many men 
indulge in unprotected intercourse very early, with the result that 
the woman gets pregnant and has to shoulder all the blame and face the torture. 


portion of the vas. So for 

about three months after 

vasectomy use some other 
contraceptive method. 


Onceagain wecome full circle. Itis never simply a matter of surgery or physiology or 
intervention in the body. Everything is inscribed intoa web of social conception, rites 
and customsand do’sand don'ts. Sterilisation is not simply a matter of finding the right 
tube, cutting and blocking it. The pressure to check populationrise, so-called eugenics, 
and man-woman inequality, all are active in the process and produce different kinds 
of pressures on the responsibilities and roles of men and women. 


Finally it should also be said that if sterilisation is undergone voluntarily, and 
adequate careis taken, itcanbea positive experience. The ability to participate in sexual 
intercourse without the hindrance or distraction of protective methods and without 
fear of conception is in itself a liberating experience. And so if it is a decision born of 
mutual understanding, itcan become the basis of strength in the relationship. In spite 
of thisitshould also be borne in mind thatsterilisation, especially female sterilisation, 
is not a procedure without any ill effects. Knowledge of these, precautions to avoid 
these, and methods of treating these have to be an important part of any health care 
programme that provides this terminal method of contraception. 
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ABORTION 


Result of unwanted unplanned pregnancy 


“Texperienced akind of reliefafter deciding on abortion. Only then did Icome to know 
how much the pregnancy was weighing on me.” 


“Thad no trouble deciding on abortion. But the reactions of everyone I talked with set 
me thinking. I began to beafraid that there was something wrong in being so untroubled 
over it.” 


“Abortion is a woman's right and she must be given it. In spite of believing completely 
in it, there area lot of questions about it in my mind. Even after all these years, lam 
myself troubled by my earlier abortion. When I pass by the place where I had the 
abortion, I am still disturbed. I feel I have left my child there and come away.” 


“All the women who come to our hospital are quite psychologically prepared for it. 
Since they have already taken the decision, they are not too troubled by the entire 
process. Abortion ts their need and by fulfilling it we are providing them a kind of 
relief.” 


“Abortion is nothing butasin. To end alife for one’s sexual pleasure isavery big crime. 
Our religion does not allow it.” 


“Even today as I talk about abortion I remember my medical college days and all those 
samples of the uterus we were shown, which, in theattempt at abortion, had been pierced 
by coat hangers, knitting needles and what not. But behind every terrible exhibit Isaw 
that woman who out ofher helplessness suffered such pain. Right since then it has been 
clear to me that rather than any person reaching sucha state, it is far better that she 
be provided with proper, safe methods of abortion.” 


“Even today, women do not have the right to abortion in many so-called developed 
countries. One wonders how many women are being forced to stake their lives in 
attempting at illegal abortions. Access to safe abortion has become one of the main 
issues of the women’s movement and women in thousands have taken to the streets in 
support of this demand.” 
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Social-historical context 


It is clear from the above quotes that it is not simply a question of which method of 
abortion. Rather here aremuchmore comprehensive dialogues, debates, and thinking 
along with a whole range of beliefs and social values. Inscribed into the legislation 
aboutitis society’s perspective on women and their reproductive capacities. It makes 
clear how responsible that society considers women with respect to control over their 
lives and over their fertility and how much room it allows them [35] 


Many sections ofsociety have refused, for differentreasons, toseeabortionasa method 
of contraception. For some it is the real fear of the ill effects it may have on women’s 
bodies, for some itis a religious injunction against foeticide, and for someitis the fear 
that women will act irresponsibly. Nevertheless, ordinary people have always re- 
sorted to abortion as a method of planning their families. 


Aborting a foetus already conceived is perhaps the oldest of contraceptive methods. 
In the absence of any information about other methods, abortion becomes the most 
accepted and availablemethod. Most prevalent have been those processes of mechani- 
cal manipulation and intervention in which the foetus cannot be retained and is 
literally thrown out. This includes externalmassage where thestomach and foetus are 
so manipulated that the foetus separates from theuterus, or performing someextremely 
tiring or backbreaking task 
(an example is of tying a full 
bucket to thestomach witha 
rope and walking forward 
and backward withitlike an 
ox yoked toa water wheel), or 
inserting asharp instrument 
into thereproductive passage 
inanattempttoscrape offthe 
foetus. 


There have also been ‘chemi- 
cal’ methods in which cer- 
tain substances are eaten in 
order to dislodge the foetus. 
Eating a raw papaya is one 
such well-known method. 
Experiences gathered over 
generations have isolated 
herbs whose knowledge is 
now in the hands of a select 
few. The practice has been to 
first try out whatever bits of 
knowledge one possesses and if those fail to fully deliver the result, to then throw 
oneself at the mercy of those select few who possess the secret knowledge. It is up to 
them then whether they givesomething to eat or drink orresort to exorcising evil spirits. 
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In fact, as we have said earlier, the question is not one of the method alone. Behind 
abortion is a social system and a social perspective centred around the foetus. The 
woman whonurturesit with her ownbeing and life is peripheral. Itis always the foetus, 
its nurture and health that receives primacy in all reproductive issues, while the 
woman’s body becomes just a carrier for it. 


It is for such reasons that in the case of abortion, the woman’s life, her needs, and her 
helplessness remain unimportant, and what stands out is the social stigma attached 
toher ‘sinful’ act. The conditions under which she becomes pregnant determine what 
kind of facilities of abortion will be available to her. A woman’s motherhood is 
acceptable and the infant welcome to the world only ifits father is known and accepts 
the child as his own. Should things be otherwise, often the only choice for the woman 
nurturing the foetus is abortion and that too performed on the sly. 


The other situation is when the child would be acceptable to others, but the woman does 
not wantit. Ultimately, the responsibility of the child during and after birth rests with 
the woman.So, many women have to take a lonely decision hidden from others. The 
usual result is dreadful damage inflicted on her due toher own half baked knowledge 
or by some exorcist secretly approached. 


It is very rarely that the decision of abortion is taken on the basis of a full sharing of 
responsibility by both the man and woman who together are responsible for the 
conception in the first place. Even in sucha situation, the burden of socially enforced 
secrecy, shame, and criminal guilt weighs heavily on both. Often itbecomes necessary 
to suffer the pain, mental as well as physical, in loneliness. 


This is avery old story. Weneed to lookinto the difference made by development, the 
new sciences, and the health services. It seems as if while newer and newer methods 
have been developed, there has not been any significant change in the perspective or 
the thinking that underlies abortion. With modernisation, health care systems have 
changed, their forms have changed, but the values governing thesesystems donotseem 
to have changed. 


The situation today 


Even today, abortion is illegalin many countries of the world. Theso-called developed 
countries are quite backward with respect to the fundamental rights of their people, 
especially women. The very definition of development is such that putting an end to 
oppression is not considered a necessary component. Control exercised over people, 
over nature, and thenatural processes-—these are the important factors, as if develop- 
ment were equal tocontrol. 


In these countries, in the name of religion, in the name of safeguarding the interests of 
the foetus, and in the formulations of new definitions of life, what is being brought 
about is control over women’s reproduction and the violation of their fundamental 
rights. This is why there has been a long and continuous struggle by the women’s 
movement for the right to abortion symbolised by the slogan ‘Our bodies, our right’. 
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The Abortion Act (MTP Act, 1972) 


The Abortion Act was apparently passed to 
regulate abortions which were being per- 
formed using unhygienic methods which 
endangered women’s lives. In practice it 
regulates persons who may be entitled to 
perform abortion and lays down definite 
conditions about who can undergo abor- 
tion. Five situations have been defined in 
which abortion may be allowed: 


Medical reasons: when pregnancy may en- 
danger the life or the physical-mental health 
of the mother. 

Reason related to progeny: when there is 
risk that the child may be physically or 
mentally handicapped. 

Humane reasons: when pregnancy hasbeen 
forced due to rape. 

Social-economic reasons: When the social 
or economic conditions are such that deliv- 
ering achild may adversely affect the mother. 
Failure of contraceptive: this has been ac- 
cepted because it has been held that such 
failure may cause mental sufferings. 


It is the last clause of contraceptive failure 
which virtually entitles every adult woman 
to abortion, because it is almost impossible 
toprove that contraceptivemethods may not 
have failed. However, while there is suffi- 
cient legal scope to include every adult 
woman, the wording gives enoughscope to 
doctors to raise moral issues. 


Any experienced, registered doctor may per- 
form abortion. However, itis necessary for 
the doctor and the place/centre of abortion 
to be registered. Any doctor is entitled to 
perform abortion up to the time that the 
foetus is 12 weeks old. However, if the preg- 
nancy ismore advanced, between 12 and 20 


weeks, prior consultation of two doctors is 
required before abortion. Butin practice the 
registered centres can perform the abortions 
of such patients and also may charge exor- 
bitantly because they doa supposedly ille- 
gal act for the sake of patient. 


Any adult woman can, by herself, ask for 
abortion. If she is underage or mentally re- 
tarded, then the guardian’s permission is 
necessary. 


An interesting point that emerges from an 
analysis of this Act is that abortions per- 
formed by registered medical practitioners 
with standard facilities alone are consid- 
ered safe and hygienic and only such abor- 
tions are termed legal. This stipulation ap- 
pears laudable but such a liberalised law 
has no meaning for many women in the © 
absence ofa well developed network of abor- 
tion facilities. As a result it is ineffectual in 
curbing the incidence of ‘illegal’ and ‘un- 
safe’ abortions. 


Anevaluation of the quality of family wel- 
fare services provided by 298 PHCs in 199 
districts in 18 states and one union territory 
revealed that a majority of the PHCs were 
lacking in functional equipment and/or 
trained manpower to carry out pregnancy 
termination even after two decades of the 
act.[36] On the other hand there exists a 
flourishing private sector which uses abso- 
lutely unsafe methods including pills not 
meant for abortion to induce abortions and 
yet remains under the banner of legality. 
Thus the providers of illegal abortions are 
not only the indigenous practitioners but 
also qualified practitioners who may not 
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have registered themselves for providing 
MTP services.[37] | 


Coupled with all this is the fact that the MTP 
services offered by the public health care 
system is usually accompanied with pres- 
sures related to the family planning 
programme and is most often linked with 
acceptance of some other contraceptive 
method. With this situation in the public 
health care system on the one hand and the 
high cost of health care services otherwise, 
there is no easy access to abortion under the 
MTP Act. 
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on estimates and surveys. For example a 
study conducted by ICMR in five states con- 
cluded that there were 2.2 illegal abortions 
for every legal abortion.[38] Others say that 
this is a gross underestimation. Using the 
ratios mentioned in the well accepted 
Shantilal Shah Committee report, other re- 
searchers conclude that there are eight ille- 
gal abortions for every legal abortion.[37] 


This process of legalising thus does not 
guarantee access to safe abortion services to 
women. Itinsome cases forces them to go to 
unsafe methods like pills for abortion. Grant- 


ing abortionasa right to allwomenand that 
too backed with easily accessible, safe and 
personalised services is what can probably 
help make abortion safer for most women. 


Since the exact figures for abortions per- 
formed outside registered clinics is not 
known, the figures quoted are usually based 


This is not to imply that the situation in respect of fundamental rights is any better in 
the so-called developing countries. Abortion was legalised in India in 1972. This was 
supposed to have been done in view of women’s health and to prevent unhygienic 
abortion practices. However, in all other State policies, there does not seem to be a 
similar solicitous concern for women’s well being or even their health. This and many 
other factors like the general trend of the State regarding reproductive health matters, 
lead to the conclusion that legalising of abortion is one of the various measures to ‘save’ 
society from the dangers of a growing population. 


That abortion is viewed as a measure of population control becomes clearer on 
analysing the MTP Act and its reality. First, the Act allows abortion under certain 
conditions. It doesnot give women the right to abortionas and when they wishso. There 
is of course no country which gives women that right. However, the Indian Act is in 
some ways so broad in scope that it can be availed of in almost all situations. 
Nevertheless, the wording makes it clear that abortion is not seen as a woman’s right. 


Atthe practical level facilities for abortion are provided only to those who agree to the 
subsequent insertion of the Copper-T or to tubectomy/sterilisation. However, the 
general level of government health facilities falls so short of the need, that in spite of 
all the conditions that are imposed, women themselves demand family planning 
camps so that abortion facilities are available. In fact, in one of the bastis in Bombay, 
women take the Primary Health Centre staff to task if the weekly camp does not take 
place. Once having taken the decision to terminate an unwanted, unplanned preg- 
nancy, even a week becomes far too long to wait. 
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Meeting the demand: private abortion centres 


Itisnosurprise then that there has beena mushrooming of private clinics and hospitals 
offering abortion. Their advertisements emphasise how cheap their facilities are, how 
easy the procedure, how convenient their location, and how after having completed 
everything one can return home in time. In one famous abortion centre in Bombay, 
almost 100 abortions are performed every day. Doctors at thecentre claim that patients 
are helped in all health matters and that they have a warm relationship with them. 


Though they did not express it in these terms, it was clear that they had identified a 
need that people feltand were engaged in fulfilling it. In these abortion clinics, which 
are a direct contribution of metropolitan culture, women are not questioned unneces- 
sarily, their personal lives are notinterfered with, noris their situation weighed in any 
kind of moral-ethical balance. These purely commercial centres are therefore more 
capable of offering a little bit of understanding and warmth as well as the strength 
required to take a step that society still looks down upon. 


A large governmenthospital for women in thesame city provides the contrast to these 
centres. In the interests of proper morals, they require the woman to be accompanied 
by her husband. Ifshe doesnot have one, thenshestillneeds tobe accompanied by her 
father, mother, or guardian. Itis obvious thatmany women find their way out of itby 
taking someone along as ‘the husband’. The fact that one can get around every ruleis 
beside the point. More important is the perspective it reflects: whether, and to what 
extent is she seen as acomplete, independent person. These differences surely matter 
when she decides whom to approach. 


Needless to say, the private centres are affected by commercialism. There arenosigns 
in their advertisements, in their leaflets, or their promotional materials of the psycho- 
logical and physical pain associated with abortion. The whole procedureis presented 
asa straight forward and simple method. It would therefore seem that abortion is either 
an abominable sin or the easiest of procedures involving no difficulties. 


The prevalent technique 


What doesnotbecomeclear in all this is the fact that there are many different techniques 
for abortionand the risk toa woman’s health is not the same in all of them. The different 
methods are chosen depending on how old the foetus is. If the foetus is in its very first 
stages, itis clear that the technique willbe muchsimpler. Hence itis important to know 
as soon as possible whether conception has taken place, and then it is important that 
the environment be favourable to taking an early decision with as little tension as 
possible. The easier the relationship with our bodies, and the more control we have 
over our own lives, the earlier we are able to decide on abortionif wesc wishand with 
less damage to our bodies. 


We have summarised different techniques in the accompanying table. These are all 
mechanical methods of bringing about abortion. It is obvious that in the early stages 
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Abortion Techniques [39] 


Procedure Techniques Weeks since Where Anaesthesia 
LMP Performed 

Menstrual suction 4-6 OPD none 

Regulation 

Vacuum dilation, suction 6-8 OPD local 

Aspiration 

Dilationand dilation, curettage 6-14 hospital —_ general 

Curettage 

D&C 
Dilationand dilation, suction, 12 - upper hospital _—_ general 
Evacuation curettage, use of limit varies 
D&E) forceps from 16 - 24 

Induction injection of liquid 16-24 hospital _—_local for the 

Abortion through the injection and 
abdomen into the pain killers 
amniotic sac; for the 
uterine labour and 
contractions delivery 
(labour) expel the 
foetus and 

lacenta 
Hysterotomy uterusiscutopen 16-24or hospital _—_— general 
later if the 


woman’s life 


is in danger 


the foetus is small and notas firmly bound to the uterine lining. Abortion at this stage 
takes little effort. For the foetus of the same age more than one technique may be used, 
and which technique will finally be used depends on local conditions and availability 
of services. 


Of the mechanical methods, the most prevalent is suction. A thin tube is inserted into 
the uterus by way of the vaginaland cervical passage. The other end of the tube isjoined 
toasyringe ora hand-driven or electricity driven vacuum punpp. With this syringe or 
pump the foetus along with the uterine lining is drawn out, or rather sucked out. 


When this technique is used in the very early stages of pregnancy, that is from four to 
six weeks after the last period, when it is difficult to tell by internal examination 
whether conception has taken place, the procedure is called menstrual regulation. The 
most important benefit of such early action is that dilatation of the cervix is not 
necessary. It can be accomplished with a thin tube and a syringe. However, it does 
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require that we be aware and informed about our bodies and capable of taking such 
a decision. It is also necessary to have a health centre nearby and that it perform the 
procedure promptly. With every delay, the blood loss will increase, as will the 
possibility of damage to other tissue. 


Abortionby suction with the help of a vacuum pump can be performed up to 12 to 14 
weeks after the last period. Asomewhat wider tube has to beused and some dilatation 
of the cervix may benecessary but hospitalisation isnot yetnecessary. There area few 
substances called prostaglandins, which when inserted into the passage expand and 
help dilate the cervix. A small portion of a branch of neem can accomplish this. In 
hospitals a small capsule-like tablet of prostaglandin is often inserted into the vagina, 
orothermechanical means are used for the dilatation of the mouth of the uterus. With 
such dilatation a somewhat large foetus can also be sucked out. The vacuum pump 
sucks out all the uterine contents. 


If theage of the foetus passes this stage, thatis,ifmore than 16 weeks have passed since 
the last period, vacuum suctionisno longer effective. Another technique is used in this 
phase which is called dilatation and curettage or simply D&C. 


Dilatation of the cervixis necessary and instead of vacuum suctiona spoonlike curette 
is used to scrape out the uterine contents. This method is quite painful and requires 
general anesthesia. A fully equipped hospital is therefore necessary. It involves 
substantial bleeding. Sometimes all the uterine content may not be fully removed by 
curettage and this can also be quite painful. 


Up to 18 weeks after the last period another method dilatation and evacuation (D&E), 
which combines the above two techniques may be used. The cervix is dilated, curettage 
is performed, and this is followed by vacuum suction for final cleaning. This too 
requires general anesthesia and because the foetus is appreciably larger, considerable 
dilatation of the cervix is required. If necessary, an instrument which cuts the foetus 
into smaller parts inside the uterus is also used. 


For this same foetus age range, some chemical methods are also available. After 
dilatation of the cervix these chemicals are introduced straight into the uterus and 
induce delivery-like contractions which expel the foetus. Solutions of salt and urea are 
also used which kill the foetus and separate it from the uterus. These induced 
contractions are extremely painful and also involve a lot of bleeding. 


If abortion has to be performed from 16 to 24 weeks after the last period or later, it 
requires full scale surgery. It is undertaken only if the mother’s life isendangered. The 
Indian Act allows abortion only up to a foetal age of 20 weeks. After this period it is 
available only as an emergency, life-saving measure. 


Ill effects of abortion techniques 


All these techniques involve inserting objects and/or chemicals into the body, which 
affect the body and its health. The effects identified include mainly the following. 
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: Thereisa danger of infection to the vaginal, cervical, and pelvic-region, which 
can be prevented if the environment and all instruments are fully sterilised. 
Any infection must be immediately attended to otherwise there is a risk of it 
spreading to other parts, of painful complications, and of loss of fertility. 

: There is danger of excessive bleeding. Inadvertent cutting of ablood vesselcan 
lead to heavy blood loss. Given that most women suffer from anaemia, the 
blood loss can cause considerable damage. 

. During abortion there is always a possibility of accidental damage to the 
surrounding tissue, for example, puncture of the uterus during curettage or 
damage to the cervix during dilatation. Abortion involves manipulation of 
internal tissues of the body and itis essential that the person performing the 
abortion have all the necessary knowledge and skills. 

° During abortion, the scraping and cleaning of the uterus is done without the 
benefit of direct visual inspection and may often be incomplete. There is 
always a possibility of some tissue and some blood being retained in the 
uterus. Besides, occasionally the foetus is retained, orin the case of twins, one 
of the foetuses is not expelled. It is extremely necessary to take all care and 
monitor one’s health after abortion. Passing of excessive blood or contractions 
in the abdomen indicate the necessity ofimmediate medical investigation. The 
material left behind after curettage is mostly dead tissue which may turn 
poisonous and even endanger one’s life. 

Abortion by salt or urea solution is a hazardous practice and is extremely 
painful. However, itis often the preferred procedure when carried out in the 
absence of an adequately trained person because abortion is induced through 
natural responses of the body itself. Prostaglandin requires an additional 
precaution: there may be adverse effects if the woman already suffers from 
asthma or is prone to fits, etc. 


1 Most techniques require anaesthesia, local or general, which has its own 
effects on the body and may lead to severe complaints for some women. 
P Finally, abortion affects future pregnancy. Uterine contractions or uterine 


damage during curettage can make future pregnancy more difficult and also 
increase the risk of ectopic pregnancy. No adequate research has yet been 
carried out in this respect, but repeated abortion definitely affects future 
pregnancy. 
It is apparent that modern techniques require the availability of good doctors and 
health services. However, conditions are such that most abortions are performed on 
the sly.Government facilities are offered with several conditions tied to them. Given 
the situation of women today, it is difficult for them to find the requisite support and 
time even to go to the hospital. Hence attention is now being given to seemingly easier 
techniques. 
The simplest of course would bea pill for abortion. One swallows it and itis all done. 


But is it possible to develop sucha pill? Some pills were being used in this way. They 
were the high concentration EP drugs, that is those containing heavy doses of estrogen 
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and progesterone. These were meant to be used in treating amenorrhoea or delayed 
periods but came to be commonly used as a test for pregnancy. 


If one had one’s periods after taking the pills, one was not pregnant. However, if one 
did nothave one’s periods, pregnancy was assumed, although the cause for the delay 


could beanything. This erroneous use of the drugsasapre 
in practice as pills for abortion. The common belief is that the absence of periods 
indicates pregnancy. Hence, if taking these pills induced menstruation, then accord- 


Pills available for abortion 


The misuse of the drug was one of the major 
reasons why the high dose EP pillhad been 
banned. (A more detailed account of this 
process is in the chapter on hormonal con- 
traceptives.) That the drug was available 
without any prescription and was easily 
available toanyone were facts thathad been 
taken into account. But this had no impact 
on the manufacturers and prescribers of the 
drug. From our experience and research we 
can say with confidence that even today 
doctors are prescribing pills for abortion 
and eventoday womenare freely obtaining 
these from drugstores. 


Most of these so called pills for abortion are 
said tobe Ayurvedic preparations. As faras 
our knowledge goes most of these drugs 
contain prostaglandins. The pills being pre- 
scribed today for abortion mainly have the 
compound ‘Ergot’ in varying proportions 
and concentrations. Ergot is a prostaglan- 
din. When doctors prescribe the drug they 
add two or three different kinds of Ergot 
formulations in the same prescription. The 
high dose estrogen progesterone formula- 
tion initially used for abortions was called 
EP Forte. In keeping with this most of these 
new drugs also have Forte added in the 
name, maybe to be able to sell their drug 
using these past connections of the drug in 
publicmemory.Forexample one of the drugs 
is P Forte. 


Besides this thereare many Ayurvedic prepa- 


rations about whose authenticity and effec- 
tivity we are not very informed. It is, how- 
ever,a fact that evenallopathic doctors pre- 
scribe these drugs openly and rampantly. 
These preparations also have the subscript 
of ‘Forte’. For example, there are pills like 
H.P.Forte, Shilpa Forte, Lunarex Forte, and 
soon. 


Then again these business minded doctors 
do not just stop at prescribing Ayurvedic 
preparations of prostaglandins. The drug 
companies and the doctors have found a 
novel method of getting past the ban on the 
high dose EP pill. Instead of the single high 
dose combination pillnow drug companies 
manufacture two different pills. One is the 
high dose estrogen and the other is the high 
dose progesterone. The doctors then advise 
the women to take both these pills together 
and thus obtain theeffect of the high dose EP. 


The high dose estrogen pill and the high 
dose progesterone pill which are prescribed 
together are called Cyclonorm E and 
Cyclonorm P respectively. These two are 
prescribed along with one of the Ergot prepa- 
rations and also with some Chloroquine 
prescriptionadded insome cases. The latter 
drug has been said to have the side effect of 
inducing uterine contractions to pregnant 
women and is hence another drug contrain- 
dicated in pregnancy. All of these drugs are 
very dangerous and unsafe and we should 
refrain from using them. 


gnancy test began tobe used 
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ing to this belief, there has been an induced abortion. This misunderstanding led many 
women to resort to these pills for the purpose. Later, it was discovered that high dose 
EP drugs taken during pregnancy carry the risk of a deformed foetus. 


In view of the fact that these pills were being sold freely across the counter and being 
rampantly misused, many health organisations and women’s organisations cam- 
paigned againstit. (see box in the chapter onhormonal contraceptive). Asa result, these 
drugs were banned. The injections are still available but not the pills. The use of high 
dose EP drugs, however, goes onall over the country as doctors, pharmacists and drug 
companies find new ways of bypassing the law. (See box on adj oining page for details 
of this). 


In any case, the story ofa pill for abortion doesnotend here at illegal practices. Efforts 
are underway for quitesome time to get this dream pill for abortion availableand there 
is really now a pill for abortion in the making. 


‘A pill for abortion’ 


This is a possible ad-line for the new drug. Research laboratories are working hard at 
making ita reality.On the basis of selective information, scientists have already started 
campaigning foritas the easiest method of abortion yet. RU-486, onesuch drug, isbeing 
experimented upon behind the closed doors of laboratories. A deliberate strategy of 
secrecy surrounds its use in trials on women’s bodies. No one knows what the women 
subjects are being told. Providing information to the thousands of women on whom 
it will be used immediately after the trial is over — that seems to be nobody’s 
responsibility, neither of the government nor the scientists.[40] 


Where all the pain and seeming cruelty of other methods of abortion are still fresh in 
our hearts and memory, where the very word abortion seems tobe drenched inblood, 
the idea of a pill as a clean, simple, bloodless method of abortion is bound to prove 
attractive. Take a pill, and away with headache; and now, take a pill, away with the 
foetus! This notion of an easily available abortion has been exploited to its fullest by 
the drug companies trying to develop this chemical abortificient called RU-486. 


The first claims at evolving this medicine for inducing abortions were made by the 
company Roussel Uclaf in April 1980. Ten years later the same scientists acknowl- 
edged that they were not actually looking for an abortion pill. RU-486 was a side 
product obtained as part of some other research. In fact, RU-486 was found to be 
structurally very similar to progesterone. After conception, the level of progesterone in 
the blood rises. This hormone produced in that period inample quantity by the uterine 
lining is responsible for the retention of the foetus, by keeping it implanted and joined 
to the mother’s body. The basic idea behind the working of RU-486 is that if proges- 
terone production stops, the foetus will separate from the uterus. 


RU-486 only has a structure which is similar to progesterone but has quite different 
properties. Specifically, it lacks those properties which in progesterone help retain the 
foetus and keep it implanted. It is sufficient of an impostor to be able to take the place 
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of progesterone inside the uterus. The body thinks that thereis sufficient progesterone 
and stops producing progesterone. The lack of actual progesterone results in the 


separation of the f 


Take a pill, and away with 
headache; and now, take a 
vill, away with the foetus! 
This notion of an easily 
available abortion has been 
exploited to its fullest by the 
drug companies trying to 
develop this chemical 


oetus, which due to lack of nourishment stops developing. Within 


2 to3 days after the administration of the drug, bleeding starts and 
soon abortion takes place. This is how the drug is supposed to act 
and on the basis of which its trials have been conducted. 


A short history of the evolution of this drug clearly indicates the 
greed and material profits that led to the premature introduction of 
the drug and also a lot of myths that have been generated around 
its use, efficacy, and safety. Withjust seventeen months of research 
on rats, rabbits and monkeys, the first phase human trials were 
initiated in Switzerland. This is one example of initiation ofhuman 
clinical trials with incomplete animal trials. Usually animal trials 


abortificient called RU-486.  jhemselvestakesixtoseven years.One of thescientists from the team 


thatconducted the first clinical trials has given the information that 
the reason for this haste on the part of the company was the fear of competition from 
other drug companies which could lead to their loss of profits. 


The first clinical trial of RU-486 was conducted oneleven pregnant womenin Geneva. 
These women with pregnancies of six to eight weeks were each given a daily dose of 
200mg of the drug fora period of three days. After five days of this treatment eight of 
these women aborted and one more had an abortion after nine days. Of the eleven 
womenhence only nine had abortions because of the treatment. Of the remaining two 
one had to have a surgical abortion and the other had very severe bleeding asa result 
of which she had to not only undergo an emergency operation but also have blood 
transfusion. 


Inspite of the very limited animal trials and the ambiguous results of the first clinical 
trials, immediately after Geneva, trials were initiated in other countries like France, 
Sweden, Australia, Netherlands, USA, England, Finland and China. In all of these 
trials not only was the drug provided by Rousell Uclaf, butall the research teams had 
at least one representative or employee of the company. The records of all the research 
are also being held with the company. 


These subsequent trials were also notencouraging as there wasa lot of variation in the 
results. Some centres reported an efficiency of 90% while others said that that the 
efficiency was as low as 54%. All this just went on to show that RU-486 was not an 
efficientmethod for abortion. Asa resulta different study wasinitiated by WHO under 
its leadership in 1984 in Stockholm, Sweden. Here the women were given prostaglan- 
din injections along with the RU-486. Of the 34 women treated with this regimen, 32 
had abortions (94%). After this study it was concluded that for chemical abortion with 
RU-486, it was necessary to give a prostaglandin injection as well. 


This means that consuming RU-486 for three daysis not enough for the abortion. Every 
woman will have to take the pill for three days and then go to the doctor for her 
prostaglandin injection. After this she just has to wait as the abortion could occur 
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anytime in thenexteight days. Evenifthere areno other problemsitis advisable to go 
once to the doctor after a week to get a check-up to ensure that the abortion has been 
complete.So there goes the myth of it being asimple procedure being carried outin the 
confines of one’s own home! 


The one so-called advantage of RU-486 which is made much of is that it requires no 
help from hospitals or the health services. It is supposed to be a matter of abortion at 
home. And thatasis evident from the above is the biggest myth aboutit. Women will 
have totakehelp from thehospital. First, to get the pill, secondly tohavea prostaglandin 
injection administered and then tomakesure that full abortion hasindeed taken place. 


Further, in the Geneva trials, one woman had tosuffersuch excessive bleeding thatshe 
had to undergo blood transfusion. This is quite a frequent happening with RU-486, it 
does require some other backup support of this kind. In France where the dru g RU-486 
was initially given the license there is a regulation that blood transfusion facilities be 
compulsorily made available whenever the drug is prescribed. 


In France there is one death reported of a woman who had taken the pill. Besides on 
observing the experience of 30,000 women whohad consumed the dru g,some doctors 
and scientists from the Nature Hospital there had issued a warning against the drug. 
They had also asked the Health ministry to enforce a ban on the sale and distribution 
of the drug. Yet the sales are still going on. 


The history of the development and introduction of RU-486 shows thatits initial trials 
and introductions were conducted in developed countries. The pharmaceutical 
companies systematically used the anti-abortion lobbies in these countries to get 
support for their drug. The company popularised that this pill would make abortion 
very simple and easily accessible. This was enough for the anti abortion lobby to initiate 
a strong opposition campaign. The whole atmosphere was created in sucha way that 
opposition to the pill was equated with opposition to abortion. Asa result women’s 
groups supportive of abortion started pressurising their respec- 


tive governments to grant licenses to the company for the sale of 
the drug. A few health related women’s networks were also set 
up for the purpose. 


It is only recently that any attention is being paid by women’s 
groups tothe myths and complications related to this pill.[41] In 
November 1990 at the sixth international women and health 
meeting in Philippines conscious women’s organisations from 
the socalled developing countries could manage to geta resolu- 
tion against trials and sale of RU-486 in the third world passed. 
They emphasised the specificity of women’s health and social 
situation in these countries. 


Where all the pain and 
seeming cruelty of other 
methods of abortion are 

still fresh in our hearts and 
memory, where the very 
word abortion seems to be 
drenched in blood, the idea 
of a pill as a clean, simple, 
bloodless method of abor- 
tion 1s bound to prove 
attractive. 


The health of women from the ‘third world’ is very poor. In particular anaemia is almost 
endemic in many countries. The literature accompanying the drug is quite explicit 
about excessive blood loss and the need to have stand by arrangements for blood 
transfusion. Witha pill that induces this level of bleeding, the dangers for such anaemic 
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women could be manifold. Also given this overall situation of health care, knowledge 
of other long and short term effects is also essential before there canbe any kind of sale 
of the drug to women from these countries. 


Further, the trials of any drug cannot only be through looking at the effect on thebody 
and the health. The testing has also to be carried out keeping in mind the social and 
historical background within which this drugis to be introduced. For example, it has 
to be taken for granted that in situations like in India the drug would be available to 
any woman even without a prescription from a qualified doctor. Even if the drug 
regulating authorities insist that there would be monitoring of sales the reality is that 
it cannot be ensured that the drug would be taken only under medical supervision. 
When this is the situation can the safety of the drug be ensured for all these women? 


Another important factis thatthe pillis effective as an abortificient only in the first six 
to eight weeks of pregnancy. With the kind of services available early pregnancy 
detection isnot possible. In this case would itbesafe if taken after this period? Can our 
health services ensure thatblood transfusion services would be made available to all 
concerned? In the absence of such facilities also how would we gaugesafety of the pill? 
In our opinion these are vital questions which need tobe answered and these are also 
the reasons which make the drug absolutely unacceptable and unsafe for women from 
countries like India. 


Even though abortion is now legal, it has very little social sanction and abortion 
methods which bypass approaching a doctor are still attractive. Word gets around too 
easily to those who should not ‘know’. Besides, in most places public health centres 
arenotavailable and where they are, they are situated at great distances and not easily 
accessible. In addition, is the question of the woman being able to negotiate all the 
procedures and difficulties that are involved. Itisin this context that RU-486 is being 
propagated as the easiest, most straightforward, stay-athome solution for the problem. 
That is precisely why it is an extremely dangerous procedure. 


Allinall, onebecomesbitterly aware that this so-called easiest of methods has themost 
potential for abuse and damage. It becomes even more clear that the question is not 
simply that of improvement of techniques. Until the viewpoint and the thinking about 
abortion do not change, there is no escape from the hazards that abortion brings. 


Finally, it should be reiterated that abortion isa centuries old method. In spite of the 
social values that surround it, in spite of difficulties women face, it has remained a 
much discussed, much accepted technique of reproductive control. However much 
contraceptive techniques may develop, however much man-woman relations may 
change, abortion will stay. 


What is needed to fulfill this need is a change in viewpoint rather than more 
‘developed’ techniques. A viewpoint that cares for women, a humane viewpoint 
towards reproductive capacity. An environment thatis conducive to a decision that 
canbe taken early and without qualms. Only early detection of pregnancy andanearly 


ete taken with a mind at peace with itself can help alleviate the physical pain of 
abortion. 
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‘Scientific’ methods of control 


A short film about the new contraceptive, Norplant. It interviewed women who had 
Norplant implanted a few years earlier. Each of them was asked, “Did you know that 
you were taking part in an experiment?” Most of the women answered, “No”. One 
said, “Yes, they had taken our signatures on some forms, but we do not read English, 
so we don’t really know what it was.” Almost everyone else said that they simply did 
notknow.[42] 


One of the doctors who had carried out the Norplant trials was alsoasked whether they 
tell the women that they are participating inan experiment. The doctor said, “Yes, we 
do tell them it is something new, that it is being used for the first time, but we do not 
specially say that it is a trial.” 


During the campaign against Norplant, women’s organisations have repeatedly 
made the point that attempts are being made toinclude Norplantin the family planning 
programme without full and proper trials. They are trying hard to put pressure on the 
government to see to it that the trials are carried out fully and properly. 


It does not merit special mention that anything new should first be tried out before it 
comes into general use. Since drugs and contraceptives directly affect the human body, 
there arespecial procedures laid down for their trialson human beings. There is always 
a certain degree of risk associated with the use of a hitherto untested drug, and it is 
therefore necessary for those who would be undergoing the trials to be adequately 
informed about it. It is a matter of ethical sense that they be told clearly that they are 
participating in an experiment and informed of the possible risks. 


This precept however, is not always put into practice. The experience of such trials on 
another contraceptive, Net-En, carried out in Hyderabad a few years ago, was quite 
astonishing. Women were being injected with this drug without any information. 
Meanwhile, some women belonging toa women’s organisation landed up at the trials 
and intervened. The doctors maintained that all the women had been given proper 
information and had volunteered for trials, but it was actually found to be otherwise. 
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The women activists from the organisation told the women who had gathered, in 
simple, understandable language that they were taking partin an experiment. They 
also provided them with information on the experience of the trials so far. When 
presented with the full information, most ofthe women returned, only few volunteered. 


The issue is really one of ethics. Should we, in the name of furthering research, 
experiment with people without their knowledge? It is necessary to give people full 


It is necessary to give people 

full information before ob- 
taining their consent for ex- 
periments. How we give 
the information, to what 
extent and to whom we give 
it, are all extremely impor- 
tant issues that need to be 
carefully considered. 


: nformation before obtaining their consent. How we give the infor- 
mation, to what extent and to whom we give it, are all extremely 
important issues that need to be carefully considered. 


However, the issue of clinical trials of new drugs or contraceptives 
isnot limited only to that of exchange of information or to that ofan 
informed, voluntary choice on the part of the person who lends her 
body for the trials. More than that, here questions about scientific 
method itself, of which clinical trials are buta partarealso involved. 
How the entire experiment is planned and how the information so 
obtained is analysed are issues which need to be subjected to a 


rigorous critique. 


Foremostis the implicit purpose of the whole process. Why are theexperiments being 
performed? Whatare the reasons behind trying to develop thenew contraceptive? Does 
every new invention, on its own, lead to development in a way which can give an 
unambiguous answer as to whether the experimentation isnecessary ornot? Who will 
decide the criteria, on the basis of which the experimentation is to be carried out, or 
whether the contraceptive under consideration is good orbad, acceptable or unaccept- 
able? To understand these questions we will first have to go into what clinical trials 
are. 


Different medical systems and clinical trials 


In India, many other systems of medicine are prevalent alongside allopathy. Besides 
home remedies and herbal medicines tried out in every family, there are exorcists’ 
methods as also the more systematic formations like the unani, ayurvedic, and 
homeopathicmedicine systems. All ofthem occupy animportantplacein ourlives,and 
hence it is necessary to mention them. 


Nevertheless, especially in urban areas, the dominantsystem has been that of modern 
medicine, popularly knownasallopathy and rightly identified with the injection, the 
pill and chemical drugs. A single medicine for a single disease is also a concept that 
was probably brought to the forefront by this system. In many other systems, the 
emphasis is not as strongly on the disease and the drug alone. They havea tradition 
of treatment thatis individual-specific. Most of them donottreatall humansas similar 
and substitutable. In their own way, they take account of the individual's environment 
and her social being. Hence, within these systems, the trial ofa drug carries a different 
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meaning. Within them, itis a trial of a treatment asa whole and hence standardisation 
is not restricted to the drug or the medicine. 


Take, for example, ayurveda. One of its central points is emphasised througha tale. A 
disciple was staying with the guru to acquire knowledge. His studies having con- 
cluded, he was told, “Now I shall test your knowledge. Within a circle of ten kos (a 
measure of distance of the order of one to two miles), find me any plant that is nota 
medicine and bring it to me.” The disciple searched, but returned empty-handed 
because he could not find any such plant. The guru said, “You have truly achieved 
knowledge!” According to the basic tenet ‘na anamwshadhamkinchit,’ literally, there is 
nothing that is not a medicine. 


Everything in nature, especially plants and herbs, are useful as medicines, in some 
conditions or the other. A ‘drug’ need not bea special substance at all. Moreover, the 
flora available in a region themselves constitute the specificity of the region. Since it 
is a systematic method, it does investigate the various effects and uses of different 
substances and herbs. Therefore, eventhough there isnostandard drug fora disease, 
there is nevertheless a process of general standardisation. 


Even without venturing into the basicassumptions or the full details of the ayurvedic 
process, whatis clear is that treatment isnot seen simply asa matter of administering 
drugs but that this is just one important component of the treatment. The other vital 
aspects are: the nature of the individuals and their environment, the health care 
services, and a wholesome, carefully chosen and controlled diet. It is evident that in 
such an individual-oriented, subjective method of treatment, simply prescribing a 
certain kadha, or drug for a certain disease is incomplete treatment. Most ayuverdic 
treatment today nonetheless follow this approach. 


This medicine oriented method, that was introduced in by modern medicine, is quite 
different from traditional methods, and insome ways reflects life in today’s mechanical 
age. Disease is more central to it than the diseased. Hence, a drug is invented for every 
disease. The patient may be any person whatsoever, living in any environment, 
cultural ethos or country, but the treatment and the drug is the same. The drug is 
specially manufactured and formulated. It is different from the substances used in 
people’s daily lives. Hence it has tobespecially tested. Trials become necessary at two 
levels: first, to investigate how effective it is against the disease in question, and 
secondly, to investigate what other effects it may have on human bodies as an alien 
substance. At both levels, an ‘objective’ method has been developed based on the 
understanding of modern science. 


The theoretical basis of clinical trials 


One important basis is the theory of causality. If there is something wrong with the body 
one has to investigate the reasons for itand develop methods of setting it right. Every 
system believes that there is some cause behind ill health. The new medicine recognises 
only biological causes and investigates what effects these causes have on the human 
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body andits organs. Asbiology hasbeen the basis of theinvestigations, and since the 
cause is assumed tobe biological, its effects too are related to biological functionsand 
hence treatment too remains restricted to biology. 


The reductionist viewpoint | 


developed by modern science 
implicitly assumes that ev- 
ery system is made up of, 
and hence is reducible to, its 
components. If the basic com- 
ponents and their functions 
are understood, they can be 
put together to understand 
the whole system. 


This reductionist viewpoint was developed by modernscience to 
understand a particular substance or system. Implicit is the 
assumption that every system is made up of, and hence is reduc- 
ible to, its components. Ifthe basic components and their functions 
are understood, they canbe put together to understand the whole 
system. This viewpoint is considerably useful with respect to 
machines, since machines are anyway built on the basis of the 
knowledge of their components, anditis relevant therefore to look 
upon the malfunctioning of the components and totake corrective 
action accordingly. 


The difficulty occurs when this analysis is extended to biology. 


The phrase — the human body is a machine — is not merely an 
analogy; itsymbolises the foundationon which modernmedicine is based. The human 
body is made up of different organs and, to understand it, it is necessary to study in 
detail each internal organ, what its functions are, how it performs them and what are 
the possibilities of its malfunction. Gaining sufficient knowledge about each organ 
and its relation to other organs is thensupposed to contribute to complete knowledge 
about thebody. 


The cause of disease identified is biological, that is a particular bacterium or virus is 
held responsible for it or for the malfunctioning of an organ. The whole direction of 
treatmentis then to destroy this bacterium or virusinside the body or tocorrect /replace 
the malfunctioning organ. Whatis accepted in one way or the other is that the human 
body is a collection of organs each performing their own functions. 


Methods for clinical trials have been evolved on the basis of this definition. However, 
defining the human body asa machine-like object doesnot makeitany moreamenable 
to trials. In the first place, unlike machines, it isnot a human-made, synthetic object, 
and secondly it cannot be taken apart and investigated the way a machine and its 
components can. All experiments are carried out on live human beings. This stands 
out even more in the case of contraceptives. There is, in this case, not even a disease 
present! Medical interventionis carried outin perfectly healthy human bodies. For this 
reason, itis all the more important to exercise caution. In the discussion of clinical trials 
that follows, we shall restrict ourselves to clinical trials of contraceptives and the 
issues specially related to them. 


The design of clinical trials 


The first step in the development of a drug for a particular disease is the chemical 
analysis of the substances used. This provides the first basic information about how 
it willact inside the body. Further, its toxicity and its interaction with other chemicals 
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in the body is also studied. The chemical investigations also provide a broad under- 
standing of the chemicals which when combined with it, would prove beneficial or 
harmful. On the basis of these investigations a drug is tentatively formulated and 
prepared to be tested. With this ends one phase and now weenter a prolonged phase 
of clinical trials on animal and human bodies. 


Animal trials 


Besides acting against the cause of the disease, the drug to be tested may potentially 
have harmful effects on other parts of the body. So, for reasons of safety, experiments 
are first conducted onanimals. A few animals have been givena special status because 
many of their organs show a similarity with the organs of the human body. They are: 
guinea pigs, beagle dogs, rhesus monkeys, rabbits, white mice, etc. 


Since these are the first stage trials, special investigations are undertaken to study the 
toxicity of the new substance. By whatever method the substance is introduced, an 
investigation is then carried outofhow much the body, in this phase, the animal's body, 
absorbs and how much of itis used. After it is absorbed, a measurementis carried out 
to determine how long it maintains effective levels, because on this depends the timing 
and quantity of the succeeding dose to be administered. The metabolic action of 
absorption and adsorption breaks the chemical into components of the substance in 
the body, and their toxicity is then studied. Sometimes all the other constituent organs 
of the system that the drug is aimed at are also studied. The process through which it 
is finally excreted is also investigated. 


The British scientist and biologist J. B.S. Haldane is well known for 
his contribution to the theory of evolution. He had been a consistent 
critic of animal trials. He believed that it was wrong to perform 
experiments on animals that one would not dare perform on 
oneself. He surprised his contemporary scientists by performing 
many experiments on his own body. In fact, he was known to have 
held that those who would not dare experiment on their own bodies 
had no right claim to call themselves physiologists. 


To understand his approach in its entirety, it is perhaps relevant 
that he did not see the role of scientist and that of science as separate 
from society; he situated both firmly in the social context. Hence, 
along with research, he considered participation in all other social 
processes and commitment towards them, an integral part of his 
work. 
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Let us take the example of ahormonal contraceptive. To begin with, scientists would 
bein possession of the fact thatits presence atcertain concentration levels prevents the 
maturation of theegg and thus prevents conception. Scientists would then determine 
how to administer the drug. Let us assume that they choose to do so in the form of a 
pill. Determining how much of the substance is absorbed after taking the pill will be 
their next objective. On this depends the determination of the dose that has to be 
administered through the pill in order for its contraceptive action to take effect. 


Then it will be necessary to determine the possible toxicity of the chemical at these 
concentration levels. Further, the effects on other organs connected to reproduction, for 
example, on themammary glands, will have tobestudied. Whether prolonged usemay 
lead to cancer or other such possibilities will also have to be investigated. This is 
necessary with contraceptives because they are used continuously for prolonged 
periods. At the same time effects on the progeny willneed tobe studied because such 
effects may appear in the offspring even after the discontinuation of the pills. 


In this way, every new chemical, and new drug has to be tested on animals under 
controlled conditions in the laboratory. Before any drug reaches the user for final use, 
itisexperimented upon on thesehelpless animals. They areremoved from theirnatural 
habitats and are kept in the custody of the laboratory. The theoretical basis for such 
experimentation is that it helps alleviate human sufferings, and hence it is justified. 
Whois tobe sacrificed and whose interests are served is finally determined by social 
values and hierarchy. We shall have occasion to discuss many other examples of this. 


There are other difficulties as well with the experimentation on animals. Itisbased only 
on certain similarities between them and humans. This similarity is often made the 
basis for minimising the testing of a drug just as it is sometimes the basis for its 
premature rejection. 


For example, attempts are on to develop anti-fertility vaccines. For this itisnecessary 
to produce antibodies against the hormone that the body produces in presence of a 
fertilised egg. In other words, it is necessary that the body recognise this hormone as 
an alien, foreign substance and should prepare to neutralise it. The biggest difficulty 
encountered in the development of this vaccine is to get the body to treat one ofitsown 
hormonesas analien, foreign substance. Inarguing for this research, itis argued that 
since the trials have proved successful in animals, they will be successful in humans 
too. But, for the animals, the injected materialis a characteristic of the animal. Scientists 
hence havetried to wriggle out of animal trials for the anti-fertility ‘vaccine’ saying that 
even if these trials were possible it would not be possible to say on that basis that 
humans would react in the same manner to the drug made for humans. 


The experience with Depo Provera, another contraceptive, however, is exactly the 
opposite. This is an injectable, hormonal contraceptive whose effect lasts about three 
months. Tests on beagle dogs had shown that if its concentration is maintained at the 
required high levels, there was a definite increase in the incidence of cancer. When it 
was demanded on this basis that the drug be banned, the scientists had taken quite a 
different track. Then it was argued that there area lot of differences between beagle dogs 
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and humans, and it was not necessary that findings on beagle dogs need apply to 
humans! In the face of such experiences, it has to be said that the relevance of 
similarities and differences cannot be simply defined. It receives definition on the basis 
of subjectivity —itis the scientists’ subjectivity which forms the basis of the objectivity 
of the scientific method. 


At the end of these animal trials, scientists can be said to be in The similarities and 
possession of information somewhat of the kind as follows: Theo- differences receive 
retically, ithas been clarified how the drug/contraceptiveworks. definition on the ba sis of 
Along with this, they are also able to arrive at an estimate ofthe cop jectivity — it is the 
quantity of the drug that will be absorbed according to the method 
of administration (for example oral, intravenous, intramuscular). which adie the Basis of 
From this is derived a broad estimate of the necessary dose that sue 

needs to be administered for it to be effective. Itwillalsohavebeen the ob J ecu vity of the 
estimated that the toxicity or side-effects of the chemical and its scientific method. 
dissociation products are within established prescribed limits. To 

clarify specific aspects in greater detail, it is necessary for trials to be performed on 

human subjects. Basically, animal trials are thus supposed to determine whether or 

not the chemical merits going ahead to carry out trials on human subjects. 


scientists’ subjectivity 


Clinical trials 


These are carried out on human subjects in four phases. It is obvious that each of the 
phases will concentrate on different aspects. It is only on the basis of the observation 
in each phase that it can be decided whether carrying out the next phase is necessary 
ornot. Negative findings at any stage may be sufficient for the rejection of the drug. Each 
of the phases concentrates ona different kind of risk, and hence the way the volunteers 
are chosen in each phase is also different and specific to that phase. Generally, an 
increasing number of volunteers is required for each successive phase. A somewhat 
more detailed description of the four phases follows. 


Phase I 


In this first phase, the chemical is tried out on human subjects for the very first time. 
Hence this phase aims mainly at investigating whether itis harmful or not. Volunteers 
are mainly women who do not need the contraceptive, that is, those who have 
undergonesterilisation. These volunteers are very few innumber, and are oftendrawn 
from the hospital staff itself. Since it is the effects on the entire physiological system 
which are being studied, almost daily investigation of blood, urine, etc. is necessary. 
If the new contraceptive proves to be safe in the context of Phase I trials, the trials pass 
onto the Phase II. Itis alsonecessary tobe sure that the women volunteers are in good 
health and are not undergoing prolonged treatment of any other drug. During this 
entire phase the investigations are focused on whether the drug causes any problems 
to the entire physiological system.Simultaneously, ill effects of increase or decrease in 
dosage are also investigated. 
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Phase Il 


In this phase, the new contraceptive is for the first time administered to women who 
need contraception. The main aim within this phase is to determine how effective the 
drugisasacontraceptive. The number of volunteersis more than thatin the first phase. 
The trial is conducted at two levels: first, to determine how many women conceived 
despite taking the drug, and second, to determine whether ornot there are other effects 
of changing the dosage. For thisitis again necessary to monitor and investigate blood, 
urine, etc. One precaution that has to be taken is that the volunteers should not be 
suffering from some other disease. Hence, in this phase, the drug as a contraceptive, 
is tried outon human subjects in good health. At the end of this phase thereis supposed 
tobe enough information about the final form of the drug and its dosage, anda good 
estimate of its effectivity. 


Phase lll 


Inthis phase the contraceptive is used for the first time on ordinary women, whomay 
besuffering from other diseases and whomay not undergo daily investigation. A large 
number of volunteers are chosen, their health status is fully investigated and they are 
administered the contraceptive to investigate how effective itis, how acceptable itis, 
what effect it has on other organs or diseases and what its long-term effects are. 


The volunteers chosen for these trials are explicitly from among those women who 
approach the hospitals for contraception. Though they donot undergo daily monitor- 
ing, itisnecessary that they undergo thorough investigation at regular intervals. In the 
case of contraceptives ithas been prescribed that trials be conducted for 20,000 women- 
months. A total of 20,000 monthly cycles are observed. Although, long-term effects are 
also tobe studied within this phase,no guidelines are laid downabout whichlong term 
effects and for how long. 


Phase IV 


This is the phase preparatory to including the contraceptive as part of the family 
planning programme. A number of women are administered the contraceptive at a 
number of different places, and the main aim in this phase is to see whether the health 
system can cope with the task of reaching and administering the contraceptive to 
womenand also with the side effects of the contraceptive. Itseems tohave beenaccepted 
that the contraceptive providing system alsoneeds toadaptitself to the effectivity and 
method of administration of the contraceptive in this phase. Ifitisnotabletodosothen 
it is only a matter of gearing up the health system to handle the new contraceptive. 


On the face of it, theoretically this entire procedure appears tobe, and perhapsis, a fairly 
well thought out process. However, whatseem tobe obstructive is the underlying basis 
of what constitutes scientific method itself. This basis constituted by reductionism, 
objectivity,emphasis on statistical quantification, and a drive to establish control over 
every natural process has been inherited from a mechanistic understanding of science, 
and it is necessary to take a closer look at each of its aspects. 
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Experiments had made it clear in the 1930s 
that Diethylstilbesterol DES, an artificial 
estrogen, is carcinogenic. However, in 1942, 
the US Food and Drug Administration (FDA) 
turned ablind eye to these results and sanc- 
tioned its use as a drug to treat decrease in 
lactation and for 
menstrual failure. 
Subsequently, DES 
became available in 
the market under al- 
most 200 brands in 
the form of pills, in- 
jections and sup- 
positories. In the 
thirty years from 
1941 to 1971, be- 
tween 3 and 6 mil- 
lion women in the 
US had taken the 
drug. 


In 1947, high con- 
centration DES for- 
mulations were 
sanctioned for preg- 
nantwomen for the treatment of complaints 
of repeated abortion, diabetes, and prob- 
lems related to blood pressure and blood 
circulation. In the period of 1947 to 1965, 
DES had almost assumed the status of a 
magic drug. By 1953, ithad already become 
clear that DES had no effect in situations of 
spontaneous abortion. Nevertheless, it was 
not banned until 1971. 


“It isn’t something that just happened. I’ve 


D. E. S. 


A T-shaped uterus is one of the abnormal changes often 
found in DES daughters. The uterus may also be smaller 
than normal. The unusual size and shape may in 


contribute to pregnancy problems for DES daughters, 
most notably preterm labor. 
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gotcancer, and at leastI’m alive. But] feel that 
itnever should happened. It could havebeen 
prevented. It should have been prevented. 
And that is very difficult to live with.” 


This is the story of one of the DES daughters. 
Nine out of 700 
women _ using 
DES, and one out 
of 7000 of their 
daughters are 
likely to have can- 
cer. This is gener- 
ally acancer of the 
reproductive tract. 
reproductive tis- 
suemay beaffected 
by adenosis, a con- 
dition in which a 
typical cell (col- 
umn cell) is found 
the vagina 
where itis usually 
not present. These 
cells may produce 
a lot of mucus 
which canbe mistaken for vaginal infection. 
It is a clue that the woman may have been 
exposed to DES. Itdoesnotrequire treatment 
as such butneeds to be watched regularly for 
any changes. 


Women who used DES are also more prone 
to breast and uterine cancer. Most research 
has found that the effects of DES use are 
expressed only after a period of 10 to 20 years 
has passed.[43] 


A reductionist viewpoint 


Treating the body asa mere collection of organs leads to incomplete observation and 
neglect of many important aspects which later extract a heavy price for this incomplete- 
ness and negligence. Many times noattention is paid to the organs that fall outside the 
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system being directly investigated. This often upsets the delicate balances within the 
body. 


Take, for example Norplant which resides within the body and wreaks continuous 
disruption of themonthly cycle overa prolonged period. Itis accepted thatit enters the 
body and transforms the reproductivesystem. So when itis taken out of the body, its 
effect should end and the reproductive ability of the woman restored. Thus the only 
thing thatis looked at after having maintained this unnatural level of progestin inside 
the body for five years, is whether the woman can reproduce again or not. If the 
possibility that it may affect other systems or other functions of the body is nota part 
of one’s viewpoint, it can hardly be expected to be part of one’s observations. 


Anotheraspect thatremains uninvestigated is the matter of long-term effects. Thespan 
of the trialsis so limited that once the womanregains fertility, itisnot thoughtnecessary 
tocarry out further observations. How long the ‘long term’ will beis defined finally by 
those who plan the experiments. The ‘long term’ remains confined invariably to 
immediate need and the immediate situation. Inspite of the disruption of the regular 
cycle for a prolonged time by the synthetic hormone, long term effects remain a 
neglected aspect. Nor is it thought important to study the effects it may have on the 
subsequent progeny and their reproductivesystems. 


The rationale behind this is: today’s necessity is to control fertility. If the woman who 
has accepted the new contraceptive method today subsequently contracts a disease, 
say cancer or some other equally malevolent disease, then she willbe treated foriton 
its own terms when and if it happens. If the children the woman bears face any 
difficulty, that too would be similarly taken care of. Asitis, itis fairly difficult to study 
long term effects. It is also difficult to establish that such a difficulty may be faced 
because of the present administration of the drug/contraceptive. Too many people 
would have tobemonitored overa long period of time. And timeis essential, we cannot 
wait that long because the contraceptive is needed right now. On the basis of such 
thinking many immediate solutions are found which have permanent and long term 
effects. One such glaring example is that of DES (See box on previous page). 


This is one of the biggest question marks about today’s science and the model of 
development associated with it. In the interests of increasing productivity in the 
present, the green revolution was ushered in with the help of a combined package of 
chemical fertilizers, water, hybrid seeds and pesticides. How thenare we to cope, a few 
years later, that is rightnow, with the consequent decrease in the natural fertility of the 
land, the increasing environmental destruction for the development of water sources, 
the disappearance of indigenous seeds, and the increasing risk of resistant pests? 
Intervention and applications of knowledge in parts, without taking full cognisance 
of the overall system seems to have becomean integral part of the scientific method. It 
needs to be challenged and challenged right now. All this is done on the basis of a 


particular concept of objectivity, and it is necessary to understand and realise the 
significance of this concept. 
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Objectivity 


Tobe able to desire general laws and to evolve unified standard criteria, ithas always 
been the attempt that observation and analysis be based on well established facts. The 
emphasis has been on seeing to it that individual biases and inclinations are weeded 
outand donotaffect the experiments. 

But when the experiment is con- 

ducted by an individual, those ex- 

perimented upon are individuals, 

and the experiments are being per- | 

formed for the sake of individuals, it | | 
becomes very difficult to keep the | 


“individual”, the subjective, out of ? —| 

the SS. é Wt aaa 
In fact, science itself has established yy AVY AY ‘af 
two things very clearly. First, ac- | A, Ke AY¥ p=t— 2st 


cording to the theory of quantum ay 4 S 
mechanics, any event or the fact of it he 
has meaning only in the context of SOF 


an observer whocarries out or expe- ee 


{0 
MK 
el 


\) 
Q 
ws 
a\\ 
GX 


riences the observation process. It 
can be said that the role of experi- 
menter/observer acquires para- 
mount importance in whathappens ‘ae 
within an experiment. ae 
Second, and even moreimportant, is 

that what willbe observed depends 
very much on the experimenter or 
observer. An experiment is a struc- | fe 
tured event, and implicit inits struc- » mE 

turing is the nature of the observa- 
tions that canbe made. If the experi- 
menter has pre-determined what can 
be observed, however many objec- 
tive numbers and facts may be gath- 
ered on that basis—can we deny that 
at root there is an irreducible layer of 
subjectivity? 
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Nevertheless, all emphasisis placed 
on the requirement of complete ob- 
jectivity. All the volunteering sub- 
jects who areexperimented uponare 
treated as objects, are so tosay, objec- 
tified. Perhaps the objectivity of the 
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entire experimentis limited to the non-acceptance of the subjectivity of the volunteer 
subjects. They are not givenany information about the experimentation thatis carried 
outon theirbodies and their difficulties areignored. Often we have had doctors saying 
that if we provide volunteers with the knowledge ofall possible side-effects, they will 
allreport the very same complaints tous, hence, the volunteers are not given informa- 
tion. Moreover, volunteers often do not report complaints since they cannot see any 
relationship between the complaint and the drug, and those that are reported are 
dismissed as psychological. This is especially true for those complaints which are not 
expected by the experimenter. As a result, first, the observations remain seriously 
incomplete,and second, out of their ignorance and lack of information, the volunteers 
suffer havoc on their bodies. 


In this framework, which reduces human beings to objects, there are no attempts at 
locating and understanding them in their social environments. They remain but 
numbers. Can these techniques, which have been evolved on the basis of a viewpoint 
that reduces the complex reality of their lives toastring ofnumbers, ever be successful? 
Is it right to weigh the experiences of pain and suffering in terms of numbers? In the 
interests of objectivity, every person’s pain is measured on a unified scale. Persons 
living in different social contexts experience things quite differently and then pain is 
such an individual experience that it does not lend itself to quantitative comparison. 


Not only is there an emphasis on such comparisons as a requirement of objectivity, 
there is also astress onevolving general criteria of acceptability. Here again we see the 
reappearance of the subjectivity of the experimenter and observer. Itis ultimately the 
experimenter who decides what observation or experience of pain may be deemed to 
have crossed the limit of acceptability. How then can it be said that the findings 
represent the sole, objective truth? 


The question isnot limited to whether the method is subjective 
or objective. The difficulties arise because large chunks of 
people’s experience have been denied in thename of objectiv- 
Bg itv and rigour of thescientificmethod. These are futile attempts 
that we accep L and explicitly 3 Pe ircker immeasurable, deep experiences into boxed 
state, our bi asesandour categories. Rectifying this does not mean that we rejecteither 
viewpoints in order to help _ subjectivity or objectivity. Whatis necessary is that weaccept, 
developacomprehensive _andexplicitly state, ourbiases and our viewpoints in order to 
assessment of the situation. helpusdevelopacomprehensive assessment of thesituation. 


We do not need to reject 
either subjectivity or objec- 
tivity. What is necessary 1s 


The number game 


What is happening today is precisely the opposite. People’s subjective experience is 
invalidated, and whatis given credence isjustified on the basis of statistics. Numbers 
are attached to what constitutes a general, average experience and everything is then 
compared on thatbasis. Even if the change in the situation of a person before and after 


takin g the pill or contraceptive is drastic, ithas no meaning ifit happens to fall within 
this numerical range. | 
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This is quite clear in the case of the Norplant experiments. Disruption of the monthly 
cycle is a common side effect associated with it. When the Indian trials on N orplant- 
2 took place, the data provided at the end of two years by the experimenters themselves 
make it quite clear that many women experienced disruption of their cycle and 17% 
of the totalnumber of women had tohave theimplant removed before these two years. 


Getting to the bottom of the figures which have been provided, we cansee that certain 
criteria have been set up to identify whether or not there has been disturbance of the 
cycle. These criteria and the associated figures have been derived through advanced 
statistical methods. The pattern of menstruation was investigated every threemonths. 
The criteria for treating a menstrual cycleas normal were: a menstrual cycle that occurs 
2 to 4 times every three months, hasa periodicity of between 22 and 35 days, in which 
there is bleeding for 10 to 20 days in the total 90 day period, and spotting takes place 
foramaximum 10 days. Ifa menstrual cycle fallsin this range, according to the analysts, 
the cycle is treated as normal or undisturbed [44] 


On the face of it, it is all clean and neat. But a closer look reveals a different picture. 
Assume that a woman had a regular monthly cycle of 4 days duration before the 
insertion of Norplant. Her cycle would then be classed as normal. Now after insertion 
of Norplant she begins to have a pattern in which she undergoes 2 menstrual cycles 
every three months, but bleeds for 10 days continuously in each of them. Her cycle will 
still be classed as normal! In spite of the drastic change in her menstrual pattern, she 
will be classed as a person whose ‘menstrual cycle was undisturbed’ by the admin- 
istration of Norplant! Thisis nothing but anumbers game which doesnot bataneyelid 
at the havoc wreaked on women by the new contraceptive. 


The numbers game does not stop here. Determining how many women should be 
experimented upon in each phase of clinical trials is also a number game. For the 
contraceptives to be administered to women in the third phase, thenumber of women 
to be experimented upon is not prescribed. Prescribed is another figure — that it is 
necessary to observe 20,000 women months or menstrual cycles. Whatever the 
contraceptive, the trials will be deemed to be complete and the data deemed fit for 
reliable analysis when 20,000 women monthsare covered. But let us havea closer look 
at this criterion 


20,000 Women months 
= 20,000 women observed for one cycle 
= 2,000 women observed for ten cycles 
= 200 women observed for hundred cycles 
= 20 women observed for one thousand cycles (if at all that were possible) 


Norplant isa contraceptive that acts continuously for five years, or 60 months (average 
cycle). Ifithas tobe analysed properly, itisnecessary thatit be observed for atleast this 
full term of five years. If this were to be done, 20,000 womenmonths would require trials 
on 350 women using Norplant for five yearseach. But because it was also felt that there 
should be a larger number of women covered in the trials, finally 1,466 women were 
covered and observed over a period of 2 years. Itis these observations and the results 
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of their analysis which are the basis for the claim being made by every government 
official and proponent of Norplant that the trials have been successfully completed. 
A total of 29,669 women months were covered in which 1,268 women had been 
administered Norplant fora period of up to one year and 907 up to two years. (Wedo 
notknow how these figures are tobe tallied with each other but these are the numbers 
reported in the scientific paper reporting the study.) [44] 


Whatisclearis thatthe criterion of 20,000 women months isnotan adequate criterion 
for long acting contraceptives. Their long term, in fact, even fullterm, effects havenot 
truly been observed. Further on, we shall have occasion to go deeper into the gigantic 
fraud perpetrated on women under thename ofthe Dalkonshield, another contracep- 
tive. These examples show that the game involved more than numbers alone. The 
experimenters disregard the fact that that behind the numbers stand living human 
beings, and that they play not with numbers but with the lives of these human beings. 
This brings us to the most important question - why, with what objectives? 


The issue is control 


All scientists want their experiments to succeed. But ‘success’ itself has different 
meanings for different experiments. The meaning depends on why the experimentis 
being conducted. And so we turn full circle, back to the question we had raised at the 
beginning — with what goal? 


The new direction of contraceptive research is absolutely clear — it aims at as little 
participation of the user as possible. Itis the specialists who are responsible for control. 
The new contraceptives being chosen are long acting with the delivery system so 
chosen thatas little as possible is left to the initiative of the user. These contraceptives 
are developed on the basis of the understanding that curtailing the growth of 
population is the immediate priority. Wedded toitis the belief that people themselves 
do not wish to plan their families and that they feel no such social responsibility. 


Inall these decisions the role of funders and other supporters is crucial— whether they 
are our own governmentand its policies, the international aid and funding agencies; 
or the multinational drug companies actively engaged inthe research, production, and 
marketing of contraceptives. Later on we shall discuss how multinational drug 
companies are involved in shaping research along certain directions. 


Because human beings have the capacity to think, their evolution has followed a 
different course from that of other species. They havebeen engaged in redefining their 
relation with nature, and their intervention in natural processes has been much 
greater. And in this intervention, science and technology have had an immense 
contribution tomake. Ever since human beings have begun to mobilise their thinking 
capacity along with their physical abilities, ever since they have tried to understand 
natural processes, to control them toa certain extent and gain control over their own 
lives, science has emergedas the storehouse of accumulated knowledge. Ithas traveled 
a long road in the course of its evolution from the daily lives and the daily needs of 
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people. Evolving first as an expression of human culture it has today become the 
custody of a handful of men who call themselves scientists. 


Alongside, there has been a radical transformation in our relationship with nature. 
Starting froma situation where we tried to understand nature and intervene innatural 
processes to gain control over our lives, we have today arrived atanideology in which 
control over nature has become an end in itself. This drive to control has been so 
sweeping thatit has given rise to the viewpoint in which every natural process has to 
be dominated, has to be bent at will to suit the needs and whims of those in power. 


The most sustained aggression has been against reproduction. The drive seems to be 
to gaincontrol over the fertility of nature and over the fertility of human beings, or rather 
of women, and thus complete the domination over all life. Having engaged in the 
rapacious plunder of nature, they arenowset to transform species at will. Evenas we 
stagger under the burden of the shortsighted destruction of natural resources that has 
been carried out, even as we struggle against the crisis it has brought about, they are 
already on the road to intervene into ‘life’ itself! 


Women’s reproductive abilities have had to face the same sustained 
aggression as nature itself. To establish domination over every phase 
of this natural process, to be able to separate it from women’s bodies 
and to beable tomakeit follow one’s dictate—surely it must seem that 
control over all creation has passed into the hands of science or of the 
patriarchalideology thatinforms it! Allexperiments are being carried 
out towards this end. In sucha situation the very meaning of the word 
contraceptive undergoes a change. Since itis the meeting of the egg and 
the sperm whichis the cause of conception, the simplest meaning was 
that of prevention of their meeting. Now the attempt is to prevent the 
egg or thesperm itself from being made. And this requires an increasing 
intervention into human bodies. 


Since the sperm are produced in millions it is much more difficult to prevent their 
production. And because women’s bodies comprise a delicately balanced monthly 
cycle it is said to be much more easy to disrupt it and prevent the egg from being 
produced or from maturing. The emphasis has therefore been on preventing the 
production/maturation of the egg. This is the ‘scientific’ reason extended by science 
spurred on by social beliefs. This helps strengthen the social beliefs and itis all the more 
strongly believed that reproduction is women’s responsibility. The decisions about 
reproduction, however, cannot be left to natural processes of regulation or to the 
woman’s choice and so, in the name of the knowledge and the techniques they possess, 
science and scientists step in to take over control. 


At the other end, making a child is also a process in which the emphasis is similarly 
on carrying out the process outside the women’s bodies with the help of machines and 
technology. While growing population is made out to be the biggest problem we are 
facing today, extremely costly in-vitro fertilisation techniques for producing children 
are being researched upon even in government hospitals. We are marching towards 
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the ability of producing the egg, maturing it, fertilising it, and nurturing the foetus 
outside the woman’s body. The attempt is to replace all the diverse, open-ended, 
‘untidy’ natural processes by uniform controlled and closed artificial processes. This 
desire to take over nature is what constitutes the driving force behind experiments,and 
that is what comes through in all contraceptive research as well. The structure of the 
experiments, the observations and the analysis in reproduction research all satisfy 
these basic needs of modern science. 


Modern science finally claims to rest on a rational method. This method emerged in 
the Western countries in the 16'"-17" century. The faith in which god, spirit, and other 
supernatural elements were assumed to control life, led to magic and superstitious 
beliefs. These were regulated and sustained by the dominating authority of the Church 
and theclergy.Perhapsatthis time it wasnecessary that rationality bestrongly upheld, 
that it should be made clear that there is possible a rational view of the world and a 
method of understandingit.Itis also true that every event follows from certain causes 
and that most processes rest on a physical, objective basis. But it is not necessary to 
stretch rationality to irrational limits. 


There is definitely something wrong whena viewpoint projects that "we (read menas 
scientists) can know everything’, that ‘science can accomplish anything’. This me- 
chanical viewpoint about the world can perhaps produce in usa blind euphoria, but 
itposes so many difficulties that coping with them itself becomes thebiggest difficulty. 
Moreover, this euphoria also produces a complacency which restricts the very 
openness, the curiosity that is essential to the enterprise of knowledge. 


Control and domination cannotbe part of a direction of developmentand progress. In 
sucha situation, where progress itself means different things for different sections, it 
is extremely necessary that information and knowledge donot remain the preserve of 
a privileged few. The widest possible participation is necessary in determining what 
research should take place and in what direction. In the process if some people stand 
to gain and some stand to lose, the decision of those who lose must prevail. 


Acrucial factor is how we lookatnature, the world and the life init. If we are the more 
‘evolved’ species, if we have the unique capacity to think, it is necessary that we 
demonstrate wisdom in our relationship with nature, that we relate to it ina way that 
does not disrupt its balance, and protect a balanced ecosystem on the earth. 


Life has been evolving on the earth for millions of years. We humans are a fairly late 
arrival in the chain of evolution. Instead of hankering after increasing control for its 
ownsake, it is time we recognised and adopted a holistic, approach. If our objectives 
are transformed,a transformation of our methods will thenbe made possible, opening 
up new dimensions of thinking. 
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THE DALKON SHIELD 


A story of profiteering 


It wasa heated discussion about Norplant. We were trying to discuss with a few of our 
doctor friendssome of our doubts about this contraceptive, questions aboutits clinical 
trials. One of them heard us out and said, “Oh, come on! This is a study by the ICMR. 
It is the highest institute of medical research in the country! They surely know what 
they are about. How can we question their methods?” 


Wewereabouttosay something more, when one of the more knowledgeable produced 
the ultimate argument: “It is not only the ICMR. Even the US Food and Drug 
Administration (FDA) has given it the green signal for use in the US. The FDA is not 
anordinary institution. It does notsanction any drug or device without acomplete and 
comprehensive investigation”. That, for the time being really clinched the issue. A 
sanction from the US FDA carried such weight that we too, had nothing to say at that 
point of time. : 


What we did know was that when the FDA allowed Norplant, women’s organisation 
from all over the world had sent protest letters, demanding a ban on Norplant. The 
opposition was at two levels: First, there were many doubts about Norplant itself. 
Second, FDA sanction would start a spate of sanctions all over the world, because it 
is generally accepted that FDA regulation and requirements are the strictest of all. Even 
if such contraceptives were to become openly available in the US, atleast there would 
besome mechanism of communicating to the users detailed information about the drug 
and the necessary precautions to be taken. In other countries all that would reach the 
user was the fact that the FDA had sanctioned its use. 


A few days later we came across anews item about a woman in US who was sentenced 
by acourt for child abuse. A very commonhappening. The punishment, as is common 
insuch matters, was the administration of acontraceptive so that she would not be able 
to have any more children. She was a woman of colour, An expected occurrence in a 
society riddled with racism where every law is all the more strictly enforced against 
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women of colour. What was special was that thejudge had prescribed administration 
of the newly introduced Norplant as part of her punishment. 


What we feared had come to pass. The US itself was declaring Norplant as an 
instrument of coercion. Without any investigation into whether or not the woman's 
health status was capable of accepting Norplant, the sentence had been passed. The 
FDA does not taken any precautions in view of this social situation, and attempts to 
absolve itself of this responsibility on the basis of being an institution devoted to pure 
scientific research. However, scientificresearch does not take placeina social vacuum 
and itisnecessary to take into account the social environment in which itis conducted. 


Besides, there is an additional issue of special interest in this matter. The big funding 
for research, who provides those funds and how it affects the research are factors which 
need to be analysed. It is necessary to understand how even an organisation like the 
FDA may be manipulated or may be forced to observe silence because of such 
considerations. 


For this purpose we have chosen to discuss the story behind the Dalkon shield. The 
story takes place in the US and the events speak for themselves.[45] 


The story unfolds 


Like the Copper-T, the Dalkon shield was an intra-uterine contraceptive device. Ithad 
been made and popularised by A. H. Robins, a US firm. Before we go into the details 
of the story we should note that the owner of the firm, Mr. Robins, counted among the 
leading philanthropists of the day in 1983, and wasa deeply religious person.Somuch 
so, thatshould anant happen tobe crushed under his foot, he would goto confession. 


Between 1970 and 1985, the firm he owned made and sold hundreds of thousands of 
Dalkon shields. There isno count ofhow many septic abortions took place, how many 
womenbled to death, how many women permanently lost fertility, how many had to 
have hysterectomies performed, and how many died because of the Dalkon shield. In 
spite of it all, when in 1985, almost 14,000 women sued the firm, Robins and his 
colleagues refused to accept any responsibility for this immense physical suffering. 
Not only that, at every step they confounded the issue with misinformation and did 

not hesitate to inflict further misery on women who had already 


In a public statement, the 
Robins firm acknowledged 
that 4% users of the Dalkon 
shield had suffered from some 
problems or the other. As 
per this estimate, the num- 
ber of women who suffered 
due to the Dalkon shield in 
the USA alone is 90,000. 


suffered enough asa result of their activities. 


This is perhaps an inevitable result of profiteering, that the same 
individual who confesses the slightest infliction of painasasin,can 
under the garb of the corporatesystern, without qualms, commit the 
biggest of crimes and get away literally with murder. The system 
provides every kind of loophole for thieves sufficiently big and 
crimes proportionately large. For petty thefts and crimes, individu- 
als can clearly be held responsible. They can be identified and 
punished But once they wear the anonymous mask of corporate 
identity, then abiding by all legal/ government procedure, it be- 
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comes very difficult to pin down direct responsibility. Established administrative 
powerstructures within the corporation are oftenso complex that itbecomes virtually 
impossible tomake anyone accountable. The story of the Dalkon shield isan example 
of what happens when such firms are given the freedom to intervene in human lives. 


The story begins in 1964. Hue Davis, who was tolaterbecometheinventor of the Dalkon 
shield, was then Director of Family Planning Services in the Johns Hopkins Institute. 
Our good man Davishad been unable to acquire the basic degree required for specialist 
practice in gynaecology and obstetrics. Undeterred by this, he fearlessly decided that 
his mission in life was research on contraceptives. 1964 was the time just after the 
introduction of the hormonal pills. Euphoria over the pill was dying down. The limits 
and harmful effects of the pill which had been touted as the ideal contraceptive, were 
beginning to be realised. 


Davis decided tocashinon this situation and inventa new intra-uterine device (IUD). 
For this, he first invented a plastic device—the Incon ring. By 1966, about3,000 women 
underwentinsertion of this ring. Patent application for thisnew device were madewith 
the help of a firm named ‘Ortho’. Users of the ring reported their experience that the 
ring had a strong tendency of being expelled by the uterus. At the same time, 
unfortunately for Davis, a ring pierced the uterine wall of a woman and became 
entangled with her intestine. Perhaps because of such negative information ‘Ortho’ 
refused to make it available on the market. 


Davis was not one to give up. He decided to change the design 
of the device with the help of Lerner, a friend and an electrical 
engineer. Davis and Lerner together established the Lerner 
laboratory and continued their research. In 1967, they were 
successful in acquiring a patent for ashield-shaped contracep- 
tive device. 


Once the shield was made, Davis gave Lerner the opportunity 

of exercising his engineering skills on it. Engineer Lerner was only too eager to grasp 
this opportunity to demonstrate his skill in an entirely new and unrelated field. He 
devised five fins on each side of the shield-shaped device. The main function of these 
fins was toensure proper fit within the uterus, so thatit would notshift or be expelled. 


Davis had been very clever about the patent. Toavoid paying 
part of the profits to Johns Hopkins, it was Lerner who was 
named as inventor of the shield. In 1969, along with another 
colleague Cohn, the Dalkon Corporation was established at 
Lerner Laboratories. The name Dalkon wasa combination of 
the first letters of Davis, Lerner and Cohn. The first invention 
of the Dalkon Corporation was this contraceptive shield 
which was named the Dalkon shield. 


Having established the Corporation and having acquired the patent for the shield, 
what was now required was that a firm should produce it and bring it to market. For 
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this it was necessary to establish that the Dalkon shield was a hundred per cent 
effective contraceptive and was completely safe. 


The times themselves were favourable. Women had doubts about the effects of the pill. 
Articles describing the ill effects of the pill were mushrooming. The older IUDs had 
been found tobe associated with pain in the abdomenand the pelvicregion, occasional 
contraceptive failure, and excessive bleeding. They were not packed in fully sterile 
conditions and did not carry sufficiently detailed information. The FDA was already 
having difficulties coping with this situation. At that time the FDA had powers to 
regulate drugs butnotdevices, soithad toremainan observer and attribute the lapses 
toadministrative oversight. 


In the name of research 


Davis had decided to establish the superiority of the Dalkon shield. For this he had 
to prove three things: 


° That the shape of the Dalkon shield was compatible with the internal shape 
of the uterus, and that for this reason the chances of its expulsion were very 
small. 

. That in comparison with other IUDs, the Dalkon shield was safer and 
involved no difficulties. 

: And that it was as effective as the pill. 


Toestablish these things, itwas necessary thatsome womenaccept the Dalkonshield 
and that observations be carried out on them. During 1968 and 1969, Davis was able 
to insert the shields into 640 women through the family planning clinic of Johns 
Hopkins. 


Based on the study of these women, Davis published an article in the reputed 
‘American Journal of Obstetrics and Gynecology’. According to the study, of the 640 
women, 5 had conceived despite insertion of the shield, in 10 women the shield was 
spontaneously expelled, 9 women discontinued the shield for other complaints and 
3 women had it removed for personal reasons. 


The rigmarole about woman-months 


This study was the first erroneous misrepresentation by Davis. Davis continuously 
maintains in his article that the study was conducted over 3,549 woman-months. All 
that we have said in the earlier chapter with respect to an erroneous emphasis on 
woman-months applies here. 


Had Davis carried out the study even fora single year on the 640 women, this would 
have resulted in 7,480 woman-months. If we take into account the number of woman- 
months he reports, we find that the average period is hardly five and a half months. 
This is in the context that the Dalkon shield claimed to have contraceptive effect for 
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a two-year term. This claim was being established on the basis of a study carried out 
over an average period of little less than five and a half months. Besides this attempt 
on Davis’ part, what is even more surprising is that none of the other doctors and 
researchers objected to this distortion, and the reputed journal itself, by allowing the 
publication of Davis’ article, had done a lot to prop up this misrepresentation. 


Small wonder then that the so-called ordinary people accepted its effectivity as having 


been scientifically established. Health activist Barbara Simone 
who wrote the first book about the ill effects of the pill, remembers 
having been influenced in favour of the Dalkon shield by this 
article. Only 5 out of 640 women had conceived. This meant a 
failure rate of around 1%, of the same order as that of the pill. 
However, there were very few adverse effects described. This led 
Barbara to think that the Dalkonshield wasa ray of hope forwomen 


The numbers game can mis- 
lead eminently informed per- 
sons who are interested in 
the product, leave alone those 
who are in need and there- 


plagued by the hazards of the pill. This is an example of how the fore are more credulous. 


numbers game can mislead eminently informed persons who are 
interested in the product, leave alone those who are in need and therefore are more 
credulous. 


After Davis’ game had been exposed, a statistician from Johns Hopkins pointed out 
that it was necessary to study at least 1200 women to be able to substantiate the kind 
of claims being put forward. Also, before the results were compiled, it had to be 
ascertained that the women had all used the shield for the same number of months. The 
period between the last shield insertion and the beginning of the analysis in Davis 
experiments was-—three days! It cannot even besaid that all womenhad used the shield 
for about 5 t0 6 months. Moreover, there is no mention of the women who had their 
shields removed. Many of them had had itremoved because they had conceived. Under 
such circumstances the reported failure rate of 1.1% carried little meaning. 


In spite of all these shortcomings, no questions were raised about the study. Barbara 
Simone’s book became widely popular and through it, the Dalkon shield as well. At 
the same time, it received approval from scientists by virtue of Davis’ article having 
been published in the prestigious ‘American Journal of Obstetrics and Gynaecology’. 
Things werejust right for him, and Davis did nothave to exert himself too much to get 
approval for the Dalkon shield. 


In comparison with the pill .....! 


One thing that Davis did make efforts about was the spate of interviews in which he 
claimed superiority of the Dalkon shield over the pill. Instead of studying the ill effects 
of the shield on its own terms, studies were continuously carried out on the Dalkon 
shield in comparison with the pill. If the pills were discovered to lead to headache, 
studies were taken up attempting to prove how the shield did not; if the pill affected 
blood pressure, how the shield did not; and so on. That the shield may have different 
effects than the pill and that they merited independent investigation was never taken 
into account. The objective behind the experiments was not the testing of the Dalkon 
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A few years ago the prestigious Central Drug 
Research Institute, Lucknow, anounced the 
discovery ofanew herbal contraceptive pill, 
‘Saheli’. Since this was a government insti- 
tution we believed that their research would 
notbe controlled by any profit motives. We 
hence asked them tosend us theliteratureon 
this new contraceptive pill. 


The information given out was very incom- 
plete and notatall appropriate to qualify as 
scientific material given out by a research 
institution. About the pill the only thing that 
the literature said was that it was not made 
ofhormones orhormone-like chemicals. And 
that evenif the egg got fertilised, then due to 
the action of the pill it would not be able to 
implantitself on the uterus. How this would 
be achieved was not mentioned at all in the 
literature sent to us. 


Instead the material dwelt a lot on how 
‘Saheli’ was much better than the existing 


‘Saheli’, the non-hormonal pill 
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contraceptive oral pills. All clinical test re- 
sults that were given were also basically a 
comparison between ‘Saheli’ and existing” 
oral pills. The women who use oral pills 
suffer from frequent headaches, those who 
took ’Saheli’ did nothave any complaints of 
headaches; women on the oral pills 
complaine of menstrual disturbances, in the 
trial it was seen that women on ’Saheli’ did 
not have the same complaints. 


The question that bothered us was whether 
whileintroducing any new method into the 
family planning programme it was enough 
toshow and prove that thenew method did 
not give the same ill effects as the existing 
methods? What if there were other prob- 
lems? Had these been investigated? To ap- 
prove ‘Saheli’, were these trials and investi- 
gations comparing it with the oral pills, 
enough? We were reminded of the story of 
the Dalkon shield and in this context the 
questions also become very important. 


shield itself, butit was to prove theshield more effective and free from the adverse effects 
of the pill. 


Davisexploited every medium, every opportunity toring praises for the Dalkon shield. 
Itbecame his vocation to present the Dalkon shield in its full glory. In one of his frequent 
TV appearances, he claimed that the Dalkon shield was99% effective and was free from 
all the effects of the pill. For the viewers, this statement was coming from a sensitive, 
knowledgeable scientist committed to women’s interests. No one knew at this point 
that these were just lofty claims made by him to popularise the Dalkon shield and boost 
its sales. No one knew that 35% of the profit on every sale of the shield went to this 
scientist because he owned a sizable stock in the Dalkon Corporation. 


To increase the reach even further, Davis came out with another, new smaller nullip 
shield in 1970. He claimed that it could be used by women who had not conceived 
before. Noone had claimed to have invented suchan IUD before Davis. After this new 
invention many doctors began to approach Davis for training. They began to seek his 
guidance atevery step.One of them,a Dr. Earl, became the fourth partnerin Davis’ firm. 
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To sell even better 


Even the kind of reputation that the Dalkon shield had begun toacquire isnotsufficient 
for a drug or device to be sold on the market. If a reputed company takes up its 
production the sales may increase hundred fold. To achieve this, Davis’ commercial 
instinct guided him to the famous firm A. H. Robins. The research wing of this 
corporation did not raise any questions about the Dalkon shield andits effectivity. This 
century old firm found itself in the web spun by Davis. It is difficult to say how far they 
became unwilling partners in Davis’ scheme and how far they ignored established 
research methods and analysis in their drive for profits. 


Until that date, Robins had never entered the sphere of contraceptives, and had not 
manufactured even the pill. Why then did they suddenly decide to manufacture the 
Dalkon shield? In fact, behind this decision too there was a dark reason. To that date 
the FDA wasentitled to regulate drugs, butnot devices. There wasa strong possibility 
that the FDA would soon take over the regulation of devices. Should that happen, 
Robins would have had to insert the shield for about 1,500 to 2,000 women and carry 
outa careful study. Only after the results of sucha study were handed overtothe FDA, 
would the FDA decide whether to permitits manufacture ornot. This would have taken 
a few years and Robins would have had to forgo profits ona device which had already 
become popular. 


So, perhaps Robins thoughtsuchastudy mightbea waste of time. Inany case, the shield 
was already popular and had anyway been ‘duly’ researched into. Even a firm as 
reputed as Robins could not resist this temptation of making a fast buck, and they 
speedily began production of the Dalkonshield before the FDA regulations for devices 
could come into force. Moreover they also decided to manufacture the new, smaller 
shield which was noteven tested. And so, the smaller Dalkon shield entered the market 
in a big way. 


At about this time scientists from Robins itself had raised a few question about the 

Dalkon shield. They tried to draw attention to three things. 

. The available experience of the Dalkon shield from doctors who had inserted 
it into their patients was incomplete. It was necessary to know not only how 
many doctors had used it, buthow long they had followed up the observations. 

’ To make the shield visible to X-rays after its insertion into the body, barium 
sulphate had been admixed into the plastic material of the shield. Davis and 
his colleagues had studied it and shared their results. But when the Dalkon 
shield was manufactured in 1969 barium sulphate was replaced by copper 
sulphate probably because the contraceptive effects of copper were knownby 
then. This had not been tested and the apprehension was being expressed 
aboutits possible ill effects. However, no information was provided to doctors 
that the shield now contained copper. 

. It wasnecessary that the string which hung down from one end of the Dalkon 
shield be soft, but strong and durable. The method adopted for this was that 
the string was made up of a bundle of filaments open at both ends. Retention 
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of such a bundle for prolonged periods is 
dangerous because itincreased the possibility 
ofbacteria entering the interstices between the 
filaments and thereby reaching the uterus. The 
net result is increased risk of infection. The 
scientists expressed the opinion that informa- 
tion provided with the shield should at least 
include the fact that such a multi-filament 
string was being used. 


the open end 
of the string 


No attention was paid to any of these points. 
Decisions which were to affect the lives of 
thousands of women using the Dalkon shield 
were taken casually and in great haste. The 
Dalkon shield was taken up for production by 


Upjohn, one of Robins’ subsidiaries. 
The multi-filament string of the Dalkon shield 
Advertisements eulogising the shield began to 


flood the market: 
The mostmodernIUD; 
No ill effects; 
No possibility of injury to the uterus during insertion and removal; 
Easy insertion, so that doctors could be trained and the Dalkonshield 
could be made widely available. 


This unrelenting promotional campaign of the Dalkon shield was not without its 
dissenters. There were people who saw things differently. Albert Carroll, president of 
what is now Schmid Laboratories had written to A. H. Robins in 1970 that, 


“A.H. Robins inits effort to enter the IUD market, is disseminating false, misleading 
and deceptive information to the medical profession .... Half truths, out of context data 
and improper comparisons haveno place in the medical profession .... I cannot imagine 
you would lend your name or reputation to the type of misinformation that has 
occurred.” 


In fact, Robins himself was President of the Pharmaceutical Manufacturer's Associa- 
tion during 1968-69. The rules of this association hold that concealing information 
abouta product from doctors is tantamount to criminal negligence. At the same time 
there wasaconsensus thatbefore allegations be raised against another drug firm, they 
needed tobe fully investigated. Under the circumstances, the above mentioned letter, 
and that too addressed to Robins was a courageous act and should have been 
considered a grave matter. Robins, however, chose to ignore it. 


Many years later, when the case was being conducted in court all that Robins had to 
say about the charges was to keep reiterating, “A hundred year old company cannot 
make such a mistake. We are not guilty”. This perverse non-argument was the only 
statement givenby the company that continuously put out misinformation and did not 
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hesitate to play with the bodies of thousands of womenin order to earn profits on the 
basis of half baked information. ; 


In 1973, the FDA wrote to the company. According to the observations carried out by 
other researchers, the failure rate of the Dalkon shield was much higher than the 0.5 
to 1.1% rate claimed by the company. The FDA had raised this question in its letter. 
None of these letters had any effect. In spite of the questions raised from many quarters, 
the sales of the Dalkon shield were not adversely affected. In fact, thesales were rising 
each year. Undeterred, the company continued its unique, most successful campaign. 
It faced no crisis of moral responsibility, and in fact continued to distribute scientific 
literature advocating the use of the Dalkon shield. There was, of course, no question 
of their making clear that the scientists responsible for the literature also stood to gain 
directly from the Dalkon shield. 


And further research 


Meanwhile Davis produced another book on IUDs which also sung high praises for 
the Dalkon shield. Robins bought copies of the book and provided them free to doctors, 
making them a medium of scientific advertising for their product. As soon as they 
sensed a slight downward turn in Dalkon shield sales, they gave an eight page 
advertisement ina reputed researchjournal, detailing the differentstudies carried out 
by differentscientists. Who were these scientists who had declared the Dalkon shield 
safe on scientific grounds? 

‘ First of course was our Mr. Davis himself. In this ‘independent’ study carried 
outby him, ithad once again been reiterated that the failure rate of the Dalkon 
shield was almost 1.1%. 

° The second independent study had been carried out by Earl, who had come 
to Davis for training only to remain with him and join as the fourth partner 
in the Dalkon corporation. His study concluded that the Dalkon shield had 
a failure rate of only 0.5%. 

. The third was D.Ostergard, Chief Gynaeocologist at the Los Angeles General 
Hospital. All that his study consisted of was a collection of the forms that 
Robins sent out to women using Dalkon shields and sending them back to 
Robins. What thatresearch was worth can be gleaned from the comments that 
statistician Ms. Ervin of the Statistics division of the Los Angeles General 
Hospital had to make when the results came to be processed. She had called 
the study misleading and a good example of the “Garbage in, garbage out” 
principle. That is to say, that since the information that had come to be 
processed was garbage, the findings were also necessarily garbage. 


Meanwhile, however, the advertisement had the expected impressive effect. None of 
the doctors all over the world who read the journal knew that Davis and Earl were 
themselves connected with the Dalkon shield and that they received part of the profit 
on every sale of the shield. Nor would they know that the ‘independent’ study by 
Ostergard was in fact conceived and guided by A. H. Robins who manufactured the 
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Dalkon shield. What they would gather was that these were views expressed by 
scientistsina reputed journal and thatby itself would have beensufficient to lend them 
authority. There seemed no question of doubts. 


Subsequently, in 1973 the company was hit by a spate of developments. An article in 
another reputed journal, the ‘British Medical Journal’ madeitvery clear that their study 
found the failure rate of the Dalkon shield not between 0.5 and 1.1% as claimed, but 
about5%. At thesametime the FDA received many letters and reports challenging the 
claim made by Davis and company. Andalong with this were accounts from women 
who had been maneuvered into using the Dalkon shield. 


Playing with women’s lives 


Just as there had been a campaign to popularise the Dalkon shield amongst doctors, 
there had alsobeena concerted campaign through newspapers, magazines, the radio 
and the TV to popularise the shield among women. Special reading material was 
distributed to doctors to be displayed in their counseling room. It was stressed that it 
was a small-size IUD and so it could be used even by nulliparous women. As it was 
the first such IUD every effort was make to popularise it on this basis. 


Never during the entire campaign was it ever made known that trials of the Dalkon 
shield were incomplete and that whatever trials had been carried out were carried out 
onashield ofa different size. Davis’ bookhelped popularise it and womenevenbegan 
to ask for the Dalkon shield on their own. On the basis of the literature about it, the 
Dalkonshield appeared tobea greatboon,a device which wouldat last free them from 
the ill effects that plagued the pill. : 


It would not be an exaggeration to say that this misinformation campaign destroyed 

the lives of many young women. As an example let us take the story of ‘Jane’. 
Eighteen year old Jane had finished school and joined college. There she went to the 
special health centre and asked for contraceptive pills. After a few months of taking 
pills, she found that she was rapidly gaining weight. It was as if her body had become 
bloated. She was forced to abandon the pill. 
Jane lived ina social environment in which the need to use contraceptives had become 
a strange ubiquitous pressure on women. If contraceptives were available, it was 
becoming almost mandatory for women to use them. Moreover it was becoming 
increasingly compulsory for women to free themselves of the risk of conception and 
always beavailable for the unhindered satisfaction of men’s sexual desires. So, having 
abandoned the pill, Jane had to set out in search of some alternative. At the health centre 
she was informed of the Dalkon shield and she was attracted by the claim of effectivity, 
safety and the uncomplicated nature of the device. She returned to the centre and had 
the shield inserted. 
Jane was very happy that she felt no ill-effects after insertion of the Dalkon shield . She 
felt relieved from the daily complications of the diaphragmand the pill. She also talked 
toher friends about this new, magical contraceptive device. Two or three months later 
the vacation began and Jane took up workat the canteen. Around this time, she began 
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to feel a pain in her abdomen. She checked the string of the Dalkon shield, found it in 
place and felt reassured. But the pain in the lower abdomen continued. 

The health centre had closed down during the holidays. Jane did not know what todo. 
She even went to the planned parenthood clinic. They inspected the IUD and assured 
her that it was all right. This time Jane had missed her periods and so they started 
giving her hormonal injections. It was Jane’s misfortune that the injection was not 
administered properly. It damaged one of the nerves and fora time Jane was incapable 
of even moving her feet. Jane lay alone, without anyone to look after her. The pain in 
her abdomen, meanwhile, was continuously increasing. 

When term reopened after the holidays, Jane went to the health centre. They gave her 
painkillers for the pain. In their opinion, there was nothing wrong with her. One day 
however, the pain became unbearable, but no one connected the pain with the Dalkon 
shield. All of them thought of it as intestinal pain. Besides, the doctors felt that Jane 
had lost her mental balance, and that was identified as the cause of her pain. That Jane 
had been labeled a ‘mental’ case, did not relieve her of the pain. She was so afflicted 
with the pain, that it was difficult to carry out any task. She had toabandon her studies, 
because her performance had fallen far below the minimum expected by her college. 
Jane took herselfand her pain away from the campus and returned to her parents home. 
Her acute abdominal pain had suddenly wiped out the future for 19 year old Jane. She 
spent more than five more years suffering. 


It was only much later thatit was discovered that Jane was suffering from PID, i.e.,from 
infection in the uterine and pelvic region. Responsible for her severe distress was the 
very same Dalkon shield that had been inserted in her uterus as the safest of devices. 
Itwas one of the well knownilleffects of [UDs, but the makers of the Dalkon shield had 
always claimed that it did not have any such associated effect. Like Jane, many other 
young women were taken in by the mis- 
information campaign and had to suf- Indus tries poisoned 
fer for years, many finally having to | qyr air, water, 

have their uterus removed at a very 
early age, just as Jane had todoattheage q 
of 05 ine besides, losing their fertility all that too which 
at such an early age, they had tosuffer | is connected to 
through theeffects ofallthemedication | ovr bodies 

they were forced to take. 
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Even today, it is not fully known how 
many women have had to share Jane’s 
nightmarish experience. One shudders 
to think of the burden carried by these 
young women still in their youth. Taken 
in by the claims of the makers of the 
Dalkon shield, confronted by a callous 
and careless health system, they suf- 
fered the pain and the damage to their 
bodies in utter loneliness. Right up to 
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the end, the company did not accept that their Dalkon shield was responsible for the 
suffering. How could it be since it had already passed through the clinical trials! 


Duping the FDA 


While on the one hand, claims about the safety of the Dalkon shield were being 
continuously reiterated, on the other hand, the company had notbeenabletoallay its 
own apprehensions about the imminent extension of FDA control to cover devices as 
wellas drugs. Whenever that would happen, it wouldbe forced to present to the FDA 
some kind of special study about the Dalkon shield. So, after a while, the company 
started studies on the shield. There was also pressure from researchers inside the 
company toinitiate these studies. Andsoitcame about that finally in 1973 the company 
began trials of the Dalkon shield — on baboons! While the shield was being marketed 
to women all over the world as the safest of devices, here were clinical trials being 
conducted at the primary stage. This was truly a unique, strange method of clinical 
testing that the makers and manufacturers of the Dalkon shield had devised. 


Allthrough this time, the company was receiving complaints fromallover the world 
about the Dalkon shield. Ignoring these complaints, the company was concentrating 
onhow best to increase the sales and distribution of theshield.So only those trials were 
being undertaken as would help prove the Dalkon shield to be useful and safe and 
would pre-empt questions the FDA would raise. While research articles were being 
published injournals to prove that the inclusion of copper raised the effectivity of the 
shield, it was being argued with the FDA that the copper was not being included for 
chemical actionbut to change the physical properties of the Dalkon shield tomake for 
easier insertion and for visibility in X-rays. 


The FDA didnotaccept the argument because of such discrepancies. According to the 
FDA, inclusion of copper conferred the status ofa drug on the Dalkon shield and hence 
it required comprehensive trials. Robins however, was not a company to give up so 
easily. They asked for and got interim permission to sell the stock of Dalkon shields 
already onhand until they found analternative to the copper, and were also successful 
in getting an extension to the interim period. Meanwhile, 2.8 million Dalkon shields 
had been sold in US alone. 


The trials conducted by Robins continued to show the Dalkon 


All the trials were 
conducted by scientists 
on the payroll of the 
company and if was not 
too surprising that their 
findings were most often 
those that the company 
could profit from. 


shield as being 99% effective and 100% safe. The flood of com- 
plaints coming in from all over the world continued. The com- 
plaints concerned both aspects : neither was the shield as effective, 
nor as safe as was claimed. The company, however, obstinately 
stuck toits claims. All the trials were conducted by scientists on the 
payroll of the company and it was not too surprising that their 
findings were most often those that the company could profit from. 
Once again, the company had succeeded in getting round the FDA. 
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Finally in the face of continued complaints, the FDA could no longer keep silent. In 
1974, on the basis of all the complaints it had received, the FDA issued a directive, 
according to which: 


. The Dalkonshield would be removed from any woman whosuffered illeffects 
due toit. 

. Until further information, commercial dispensation of the shield would be 
regulated. 


This FDA directive was applicable only to the US. Robins promptly gavean undertak- 

ing that: 

=> The shields would not be sold across the counter. They would only be given 
to doctors who would undertake follow-up of the patients and after insertion 
would document the women’s experiences on the prescribed form prepared 
by Robins and send this information back to the company. 

= All new Dalkon shields would be manufactured witha single homogenous 
trailing string. 


With the enforcement of the FDA restrictions, Robins recalled its stock of Dalkon 
shields from its distributors. According to them, this was a preventive measure since 
idle stocks could increase the risk of over the counter sales. Even this seeming concern 
for the health of American women was part of keeping their sales going. In this period 
the Dalkon shield continued to be exported to and sold in almost 90 countries, since 
according to the then prevailing law, the FDA had no powers to intervene in export 
trade. 


Argument, Counter-argument 


The ugliest face of the company was, however, reserved for the courtroom. It played 
every kind of game to save itself. It continued to lie, relevant documents were 
deliberately misplaced and everyone else was sought to be made outasaliar. It tried 
every stratagem inand outside the book to deny the rights to the long suffering women 
whohad sued them for compensation. Throughout, Robins continued to maintain that 
it was not the Dalkon shield which was responsible for their suffering. 


Their first tack was to say that the doctors who inserted the shield had not taken 
sufficient precautions, causing the women to contract infections and also the reason 
for the ineffectiveness of the Dalkon shield. After the doctors, it was the turn of the 
women who had filed compensation cases. As if the physical suffering that they had 
undergone was not enough, they were now further subjected to mental torture. They 
had toendure anextremely personal and insulting cross-examination. It was directed 
at imputing that the nature of the women’s sexual relations were such as to lead to 
infection and that it was thus not the Dalkon shield which was responsible. Some of 
the questions asked during cross-examination were as follows : 

Have you (had) sexual relations with more than one man? 

How often do you have sexual intercourse with them? 

Which class do the men come from? 
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Do they have venereal disease? 
How do you clean your reproductive organs? 


The scene played outat these trials was akin toarape trial. Itis the woman’s character 
that is put in doubt, itis she who is found guilty and violated again in the courtroom. 
Toexonerate the Dalkonshield and themselves from responsibility, the company was 
out to prove the women guilty. To prove the Dalkon shield and its multi-filament 
trailing string innocent, it was being imputed that the women had dirty, unclean 
habits, that they were promiscuous and that the men they related with had venereal 
disease. 


It was at the same time an attempt to cover up the malpractice the company had 
indulged in: outright falsehoods, concealing vital information, and misleading the 
doctorsand women. Justas they had lied tothe FDA, the company lied inthecourtroom. 
Rightup tothe end itwasmore concerned aboutits sales, its profits. Whena progressive 
judge forced the directors of Robins to admit responsibility for their mistakes, thejudge 
himself was falsely defamed. 


Because the American legal system is somewhat more open and the people have 
relatively more resources,a number of women could sue Robins for damage. But these 
werea tiny fraction of the women affected by the Dalkonshield .The company arrived 
atan out of court settlement with most of the women. Already carrying the burden of 
their suffering, the women were ready to accept the compensation offered. The 
company played on this, and since the trial remained incomplete, the company has 
always maintained itself innocent. 


The trial and the story of the Dalkon shield received immense publicity. Conscious 
individuals and organisations seized the opportunity to spread information through 
the media toa large number of people, not only within the US, but outside it, to the 90 
countries in which the Dalkon shield was sold. It was only after receiving this 
information thatmany women were finally able to relate their complaints and suffering 
to the Dalkon shield inside their bodies. Finally, itwasin 1984, asa result of mounting 
pressure, that Robins had to write a letter advising all women who had had Dalkon 
shields inserted, to get them removed. Legally, the letter was completely safe, since 
nowhere init did the company even hintat the role thatithad itself played inthis world 
wide catastrophe. 


Itisnot our concern when and how the owners of the company will confess their crimes 
of their refusal to accept responsibility for their mistakes. But our concern certainly is 
the fate of millions of women who have had tosuffer because they put their trustin the 
hands of a reputed company. What relief will they be given? Who will think about 
them? Ten years of prolonged, painful litigation have barely helped them. Will the 
stories and the voices of these women even reach the company which made millions 
at their cost, or those scientists and executives who made individual fortunes from it? 


Many of these millions of women live in far-flung corners of the world where even this 
information does not reach them. One among those 90 countries is India, where the 
shield was administered by private practitioners. Itwas not part of the governmental 
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programmes. Who knows how many women even today are aware that the strange 
shaped IUD from ‘America’ which has been inserted in their bodies is at the root of a 
lot of what they may be suffering? 


First, itis important to note that it is not asif Robins wasa particularly ‘bad’ company. 
In fact, such incidents are common to a smaller or larger extent, in all companies. 
Perhaps the results are not as catastrophic, butevery company in its day does indulge 
in giving incomplete information, raising profits through misadvertisement, selling 
substandard products. Itis equally routine for them to deny their responsibility to the 
bitter end. After the Bhopal gas leak, the biggest industrial disaster in the world which 
destroyed millions of lives, Union Carbide’s behaviour has not been much different 
from that of Robins’. In spite of the substantial regulative powers that the Indian 
Government holds, Union Carbide has hardly suffered from it. 


Things are worsening today. Under the new economic policy national markets are 
being opened up to these companies and State regulation is being reduced. Moreover, 
it is welfare and relief that is hit the most. There is even talk of privatising the State’s 
health services. In this context, itis necessary to expose the misdeeds of companies like 
Robins. Alerted by these experiences, we need to look critically at all policies and 
strategies. The moral of the Dalkon shield story concerns all of us, because we are all 
vulnerable prey to profiteering at the cost of, and in the name of our health. 
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HORMONAL 
CONTRACEPTIVES 


Disruption of a regular cycle 


Humans have tried to understand the secret of women’s reproductive powers from 
very ancient times. They have attempted to make sense of itand have arrived at different 
explanations and conclusions. That the cyclical phases of the moon are related to the 
menstrual cycle which in turn is related to reproduction isa belief thatis very old. But 
even today, a kind of fear of women’s reproductive power and a simultaneous strange 
respect for it pervade social attitudes. So, while on the one hand menstruation and 
reproduction are linked to conceptions of pollution and sin in the popular mind, on 
the other hand uterine forms are worshipped during festivals like ‘Sankranti’ and 
‘Navratri’. And this attitude is not confined to Hinduism. It pervades the cultural 
viewpoint in society at large. 


Similarly, many myths have been traditionally propagated about women’s reproduc- 
tive organs. Hysteria, a psychological disorder more prevalent in women has derived 
its name after the Greek word ‘hystera’ meaning uterus. At the same time the role of 
women’s bodies in the process of reproduction is sought tobe minimised, every attempt 
ismade to derecognise the inherent power of women’s bodies.So, the maleseed is given 
overarching importance, the women’s body considered a mere instrument; the male 
seed is life, women’s body mere recipient. 


Reproductive power is generally experienced through menstruation. The need to 
understand the menstrual cycle was felt not only to unravel the secret of reproductive 
power butalsoso thatsome control could be exercised over this extraordinary ability. 
Socially, so many restrictions were placed around it that the relationship between us 
women and our menstrual cycle, and through it our reproductive power, has become 
estranged. Social and religious tradition have passed on to usa particular attitude to 
this monthly routine event in our lives — we too come to see it as a problem, an 
unnecessary complication and a physical affliction. We no longer have the openness 
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to relate to it as a fascinating behaviour, a natural process. On the contrary, we tend 
to see it as dirty and polluting, and as a ‘curse’. 


Scientists began to understand the menstrual cycle inscribed in centuries old tradi- 
tionsasa deep mystery, only around 1950 orso.A full picture of the processes that took 
place in the body, how they interacted to regulate the cycle and the processes which 
related to reproduction—emerged only in the 1950s. Almostimmediately, in the 1960s 
began a series of interventions into this beautifully self regulating cycle with the aim 
of acquiring control overit. Thisis the series of thenew hormonal contraceptives. The 
first step in this direction was the invention of the contraceptive pills. 


The new age of control 


The menstrual cycleis regulated by chemicals called hormones produced by the body. 
Chief among them are estrogen and progesterone. In the invention of hormonal 
contraceptives the isolation of these hormones wasno doubtimportant, buteven more 
important was the ability of their artificial synthesis outside the body, not ofcourse the 
very same chemicals, but ones sufficiently similar to them. This was a necessary step 
thatmadecontrol through intervention possible. The pill was the first chain of external, 
artificially synthesised chemicals tobe introduced into the body to control reproduc- 
tion. In the beginning women had welcomed it as a major step forward. Its complica- 
tions are after allsomething that wecan identify today in retrospect. In their search for 
their ‘selves’ women must have seen this new chemical device as a boon. 


Why did it take so long for this invention of the pill. The store of knowledge built by 
science and technology with such fanfare is supposed to have began as early as the 
16 century. Ofcourse, ithas generally taken much longer to understand the processes 
inside the body, but then, even given that fact, why has it taken even longer to 
understand reproduction? Is itin some way related to the fact that maintaining a lack 
of knowledge and creation of a mystery about reproduction conferred special privi- 
leges to men in earlier times? 


During those times, in the western countries, women’s bodies were being subjected to 
every kind of torture in order to conform to the different and continually changing 
conceptions of what constituted beauty. During the so-called Victorian period, aslim 
waist was the hallmark of beauty and every kind of painful corseting was used. What 
havoc such notions had wreaked on women’s health have today been described in 
many women’s accounts of that period. In other places, it is the purdah, the burqa and 
being confined to the house which is considered the essence of womanhood. The 
hurtful foot-binding of Chinese women because of the belief that small feet are the very 
essence of feminine beauty is also well-known. These viewpoints about women’s 
bodies which led tosuch physical torture were also those that camein the way ofamore 
holisticnotion of their bodies. If theneed for understanding had notbeen feltsostrongly 
earlier, when did it begin to be felt and why? 
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Itis often said thatnecessity is the mother of invention. Buthow did this necessity itself 
come about? It would seem that a world wide ethos of the time was very much 
responsible. After two world wars, arsenals of new weaponry and devastation, now 
unrest, scarcity of goods, and rapid depletion of natural resources had become 
important problems. At the same timenational boundaries were being redrawn in the 
colonial world and natural resources were being redistributed. It was an age when 
humans sought control over all aspects of nature. Attempts were being made to 
intervene inall biological processes. Perhapsitis with these compulsions that theneed 
must have been felt to understand reproductive process more deeply. 


Besides there were other social reasons and the most important of them was the rising 
social status of women. Weare reminded in this context of an American documentary 
film made by women. During the war, when most men had tojoin the armed forces, 
women shouldered responsibilities in different occupations and walks of life which 
they would never have had the chance to do in normal times. The film is about a few 
such women who worked ina dry dock at ship building. They participated in every 
aspect and every detail of ship building. It is something else altogether that once the 
war was over, they had all to return to their homes. But the opportunity that they had 
had, and theconfidence they had acquired could not but reflectitselfin the rise in their 
collective social status. Perhaps this itself may have caused scientists to change the 
direction of their research. 


Whatever may have been the reasons behind the inventions of the pill, it was welcomed 
fully and heartily. Tired of all the complications of the different IUDs and every kind 
of intervention into their bodies, this chemical method came 


as a great relief for women. They were also attracted by the 
possibility of freedom afforded by just popping a pill a day. 
This was especially so in those societies where abortion was 
not openly and freely available nor was adequate information 
available which would make control over reproduction pos- 
sible. Insucha situation, it was natural that this clean, simple 
method would be welcome. And it was indeed welcomed. In 
fact, perhaps the strength of being able to dream about the 
women’s liberation movement today is also contained in the 
freedom that this control over reproduction gives us. 


This new found technology was inevitably hailed by women 
as the answer to their difficulties. Only with time could it be 


Tired of all the complications of 
the different IUDs and every kind 
of intervention into their bodies, 
this chemical method of a pill 
came as a great relief for women. 
In societies where abortion was 
not openly and freely available, 
women were also attracted by the 
possibility of freedom afforded by 
just popping a pill a day. 


seen that technology by itself could not eradicate social prejudice, and in fact, many 
times strengthens established social values. With the pill, that is what happened in 


respect of the social attitudes towards reproduction. 


Between need and necessity 


Men have always evaded the responsibility of probable conception implicit in sexual 
relations. The entire burden of coping with that responsibility falls on women. Hence, 
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the responsibility as well as need for contraceptives has mainly been that of women. 
In some ways, when contraceptive methods and devices were not available, it was 
more possible for women to refuse sexual relations or demand achangein them on that 
count. Butnow the availability of simple contraceptive methods meant that women 
should use them and be available for sexual intercourse all the time. The pill became 
important component of the ‘dating’ culture in the US. This meant that girls began to 
take the pillata very early age. In India, where the pill did not becomeas popular with 
all sections of society, a similar change can be seen to be taking place with the 
legalisation of abortion. Men have no responsibility for it. They take their sexual 
pleasure, and if conception takes place women undergo abortion, so simple now, a 
matter of a couple of hours. 


On the whole, the arrival of the contraceptive pill further strengthened the social belief 
that it is the woman who must shoulder the burden of social responsibility for 
reproduction. At the same timeitalso strengthened the attitude of treating womenas 
objects of lust, sexual pleasure-providing machines. And of course of the belief that 
men have no responsibility in the matter, but that they do have the right to pleasure, 
to satisfaction of their desire. 


In any case, women, even economically independent working women have to find 
newer ways of getting around the demand to be constantly available for sexual 
intercourse. 


Priya rejoined duty immediately after marriage. She tried to remain on duty as long 
as possible. For this, she was also ready to take on other people’s work. On being 
questioned a little more closely it turned out that her husband was always home. 
Whatever time she may reach home, he hada single demand. Fed up with it, this was 
one of the ways she had found of getting around his demands. Indeed, if she did not 
have contraceptives to aid her, she would have had to face the additional risk of 
conception. 


Nevertheless our mindsare so full ofigno- 
rance and received misconceptions about 
menstruation and reproduction that it is 
abortion thatis the most popular method 
of contraception in our society. The pill 
has never been popular until recently. It 
has become popular in quite another con- 
text: that of being able to manipulate the 
date of onset of menstruation. This is an- 
other example of technology being used to 
maintain established values. 


Informal discussions with some women 
revealed that these pills are taken in all 
kinds of situations. Most of them were 
urban women who took pills to ‘adjust’ 
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the dates of their periods for a variety of reasons: a party being given in their homes; 
if anumber of guests were expected; participation in a sporting event’ a picnic/ trip 
at school or college; attending a marriage, and so on. 


This is a travesty of our 
But the most extensive of such use that the pill has found is for 


ever expanding knowl- 
performance of worship — Pooja-paath and Vrata — for fasts, for edge. The pill, which has 
pilgrimages and on all those occasions for which tradition holds been possib ys by knowI- 


that women lose their sanctity if they are menstruating. In effect it 
means that the pill is used to PaGenteti the sanctity of Poh old edge that Cate saa ey, 
rituals. Thisisa travesty of our ever expanding knowledge. The pill, ‘Abid oa these concepts of 
which has been possible by knowledge that cuts attheveryrootsof P olution, become them- 
these concepts of pollution, become themselves the means of per-  5€/Ves the means of 
petuating those ideas. perpetuating those ideas. 


What the pill constitutes, how itacts on the body, how itmanages to change the timing 
of the period — these are matters that fall outside the purview of this thinking. And what 
is the effect of such irregular, occasional use of the pill on the natural hormonal cycle 
of the body, how many timesare the pills taken in this manner, are there specific effects 
associated with repeated occasional use: these are matters that have not even been 
studied. For the most part, the decision to use the pill is taken on one’s own. Advice 
if any, comes not from doctors but often from friends and relatives. 


Even when the pill is taken as a contraceptive, there are anumber of misconceptions 
aboutits use. Raniand Abhay Bang who work amongst the tribals in Maharashtra state 
have uncovered many misconception about the pill. Womenseeitmoreasa drug rather 
than as a contraceptive. Hence often it is taken only when there is some irregularity 
associated with the menstrual cycle or often after intercourse. (High dose estrogen- 
progesterone drugs have strengthened this misconception further. See box on next 
page.)[46] 


Another example is that of a well educated urban woman whotold us that the pill had 
to be taken only for three or four days in the month and had herself taken the pills this 
way about five to six times. This advice she had received from her elder sister who 
vouched for it with her own experience. In such a situation it becomes extremely 
important to understand what the pillis comprised of, how it achieves its contraceptive 
effect and what are its possible ill-effects. 


A pill a day 


During the menstrual cycle, preparations for the maturation of an egg begin when 
estrogen levels in the blood drop below their threshold values. Generally, immediately 
after menstruation the blood levels ofboth estrogen and progesterone have fallen below 
their threshold values, and this is what triggers the signal from the brain to begin 
maturation of anegg. If for any reason, estrogen levels donot fall below their threshold 
values, the body would not receive the signal for the maturation of the egg and for 
preparing the uterus for implantation of a fertilised egg. 
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High dose Estrogen - Progestin (EP) drugs 


Artificial synthesis of estrogen and proges- 
tin was an important achievement. There 
are many physical complaints which are 
caused by the inability of the body to main- 
tain adequate levels of naturally produced 
estrogenand progesterone. Thismay lead to 
disruption of the menstrual cycle, obstruc- 
tion in the maturation of the egg and difficul- 
ties in conception. Treatment of such condi- 
tions is sometimes possible by introducing 
synthetic hormones similar to contracep- 
tive pills into the body. 


One such condition is the absence of or 
delay in menstruation. Hormonal imbal- 
ance is responsible for this irregularity and 
it may have a number of causes. In many 
such conditions administration of a high 
dose estrogen-progestin combination may 
regularise the menstrual cycle. There are 
many othermethods ofregularising thecycle, 
but the one in question is the drug marketed 
as EP-forte which contains a high dose of 
estrogen-progestin combination. The prepa- 
ration was available as a pill as well as an 
injection. 

In the course of time, the drug also came to 
be used in situations where conception was 
suspected tobe the cause of absence of peri- 
ods. It was held thatif conception has taken 
place, menstrual regulation would not be 
achieved despite the administration of the 
drug.Soina way the drug began tobe used 
asa pregnancy test. At that time early preg- 
nancy detection by urine examination was 
not as widely available noras cheap asithas 
become today. Besides, the tablet was cheap, 
could be obtained easily without doctors 
prescription and taken secretly. Since, ac- 
cording to popular belief, conception was 
the only reason for absence of periods, it 


became fixed in the popular mind asa pill for 
abortion. (This has been discussed in greater 
detail in the chapter on abortion.) 


The problem was thatit was discovered after 
a while that introduction of such high dose 
of the hormones and exposure of the foetus 
to these high levels ran the risk of giving birth 
toahandicapped child. These findingsmade 
it amply clear that administration of this 
drug during pregnancy was dangerous. By 


this time the drug had become so common 


and popular with women that women’s 
organisations demanded that the govern- 
mentban production of this drug. The argu- 
ment was that there were many alternative 
treatments available anyway for the condi- 
tion for which it should be properly pre- 
scribed. 


But the drug companies were not ones to 
easily accept the drawbacks and the misuse 
of their product, especially whenithadsuch ~ 
wide sales. They fought tooth and nail 
against the ban demanded by women’s 
organisationand health groups. Their argu- 
ment was that it was an essential drug and 
those demanding the ban had no sound 
basis. Ironically, the same medical experts, 
called by the drug companies, who were 
otherwiseso prone to dismiss women’s com- 
plaints and worries about menstruation as 


merely ‘psychological’ now came forward to 


present absence of periods as a serious dis- 
ease inan effort tomaintain their production 
and to protect their profits. 


The Drug Controller held an open inquiry in 
the 4 metropolitan cities, where the people, 
people’s organisation and the drug compa- 
nies were allowed to have their say. Perhaps 
it was this pressure that was responsible for 
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the subsequent banning of the drug. But 
there tooan escape clause remains. Only the 
tablets have been banned. The injections are 
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together to get thesameresults. Everywhere 
—beitasmall town orabig city—these drugs 
are available in various forms and are also 


still available. being used knowingly and unknowingly by 


And now years after the ban we find the “0™'®" all over. The warnings which had 


drugsmakeacomebackina different form— 
the issues we discussed while talking about 
pills for abortions. Instead of high dose EP 
combinations (the banned combination), we 
have high dose Eand high dose P being used 


prompted action for banning the drugs re- 
main, the dangers remain, the unscrupu- 
lousness of the drug companies and the 
doctors also remain, and so does the suffer- 
ing of women. 


On this basis, once estrogen synthesis became possible, it was thought possible to 
introduce extra estrogen into the body immediately after the menstrual period, so that 
the maturation of theegg would not take place.[47] In this way the body couldbemisled, 
the egg would not mature; and if no egg, no conception! 


The first of a series of such formulations involving estrogen and progestin were thehigh 
dose estrogen pills. In the absence of adequate information, dose in these pills had been 
determined purely as a guesstimate. In spite of not having undergone trials, the pills 
became available in US markets by 1960. Even the FDA granted license for their 
production without their having undergone full and proper trials. This simple 
technique achieved immense popularity. Within 2 years of their introduction, these 
pills were being used by 1.2 million women in the US. Within 10 years the figure had 
climbed to 10 million. For various reasons, the figure has not risen spectacularly after 
that, but these pills still remain popular contraceptives in the world. 


From then on, of course, the formulations have undergone umpteen changes. As more 
and more women began using these pills, many of its ill-effects, some of them quite 
considerable began tocome to the fore. For example, itbecame established that the first 
estrogen pills had an excessively high estrogen dose. This could seriously affect 
menstrual bleeding, even to the extent of fatality.So, the first attempts at modification 
were aimed at reducing the estrogen dose, which, it was found, then reduced the 
effectiveness of contraception. 


The next formulations to be tried were mixed formulations of estrogen and progestin, 
where their combined action was expected to bring about contraception. Formulations 
with different dose combinations for both hormones were tried. Even combinations of 
formulations were tried to enhance effectivity of contraception : this was a cycle in 
which for the first few days only estrogen pills were to be taken, for the next few days 
mixed estrogen-progestin pills and for the last few only progestin pills. And finally we 
have today the ‘progestin-only’ formulations. 


There were two main factors in determining which hormones would be included in 
the formulation and what their dosages would be. First was the effectiveness of the 
formulation. How effective it was as a contraceptives decided its popularity. The 
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second wasits associated ill-effects. In this, its effecton women’s bodies did not really 
enter as important in its own right. What entered directly as a factor was the 
apprehension that if it had excessive ill-effects, it would become unpopular, its sales 
would fall. 


It was, however, because of Barbara Seaman’s ‘The Doctors Case Against the Pills’, 
which appeared in 1969 that the associated effects of the pill first became widely 
known..[48] Inaso-called developed country like the U.S., inspite of thehealthsystem 
having been in possession of the information since 1962, it was not until 1970 that this 
information was made public. In fact evenas late as 1970it was still being maintained 
that the pill does not have any associated ill effects. Itwas only in 1978 when the FDA 
stepped inand stressed theneed for further research that the contraceptive pillis today 
the most-researched contraceptive method. 


Today three types of pills are available 


(a) Those which include both estrogen and progestin. These pills are tobe taken 
from the fifth day after the onset of menstruation continuously for 21 days. 
Because these pills maintain an equally high blood level for both hormones, 
egg maturation is fully suppressed. Theoretically, the risk of conception is 
around 0.5%; but in reality due to problems like forgetting to take the pills 
regularly orcomplications due to other health problems etc. ithas been found 
to be around 2%. 


(b) Those which include only progestin. Their schedule is the same as described 
above. Since estrogen continues to follow its natural cycle, egg maturation is 
not fully suppressed. However since blood progestin is maintained continu 
ously atahigh level, the fertilised egg fails toimplantitselfin the uterus. This 
is asomewhatless effective formulation due to the single action of progestin 
without the estrogen. The theoretically expected failure rate is between 1 and 
1.5%, however, in reality it has shown a failure rate of about 2.5%. 


(c) The third typeis acombination. For the firstseven days the pills contain only 
estrogen. Fornext fourteen days, the formulation contains both estrogen and 
progestin. These have not been very successful and have other associated 
effects which had led the FDA to putrestrictions on these preparations in 1976. 


However, these pills are still available and in wide use in India. 


‘My body does not remain mine’ 


One of the doctors working ina big women’s hospital in Bombay, a sensitive person, 
told us that she does not advise her patients to take contraceptive pills. She believed 
that after taking the pill, the women feels as if her body is no longer hers, and this is 
bound toaffect all aspects of her life. She said thatas more women came touse the pill, 
its associated ill effects were becoming clearer and clearer. 
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How to take the pill ... 


Beginning from the fifth day after menstruation, the pill has to be taken 
regularly every day. Within twenty four hours, the rise in hormonal levels that 
the pill brings about subsides back to the normal level. Hence it is necessary to 
take the next pill just as those twenty four hours end. It is best to take the pill 
at a fixed time of the day. 


If, for any reason, one pill is missed, it is necessary to take two pills together the 
next day. If it is missed on two successive days, it is necessary to take two pills 
each for the next two days. If it is missed for more than two successive days, it 
may have no contraceptive action until the onset of the next menstrual period. 
In such situation it is necessary to use some other contraceptive method for that 
period. 


It should be clear from this that to be effective, it is necessary to adhere strictly 
to the schedule and there should be no mistake about it. 


Two urban, well educated women, told us that after taking the pills for a few months 
their menstrual cycle has become chaotic. Not only that, they complained that facial 
hair, a strange kind of obesity and heaviness, anda constant fear of conception because 
of menstrual chaos have now become part of their lives. For the freedom of that small 
period, they arenow suffering permanently. 


Describing their experiences with tribal women Raniand Abhay Bang reported that 
when, because of the pill, menstrual blood decreases or ceases altogether or other 
irregularities come up, it becomes a major worry for them. If there is decrease in 
menstrual blood, the belief is that this ‘bad blood’ accumulates as a ‘lump’ inside the 
body and exerts pressure on other internal organs and causes premature death. It is 
well known now that one of the invariable associated effects of any hormonal 
contraceptive is the extensive disruption of the menstrual cycle and the bleeding 
pattern. This is even more pronounced in the case of progestin only pills. For the 
specialists it can be categorised asa ‘minor side effect’ but only those who have tosuffer 
through these effects know how ‘minor’ these effects are. 


Since the contraceptive is composed of hormones which control the menstrual cycle, 
and since conception is related to the menstrual cycle,some disruption of menstruation 
is to be expected and one is predisposed to accept it. However, the difficulty is that 
reproduction isnotsoneatly restricted to the reproductive organs. Itis not asifall bodily 
processes proceed independently of each other, without affecting each other. When 
one plays around with the hormonal system, and through it tries and fools the body 
about its own processes, the results could appear anywhere, — from the head to the 
foot no part of the body is spared. And this is evident from the statutory warning the 
pills carry. 
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Warning: If the following effects persist for two or three cycles, matters may be 
serious and the use of pills should be stopped forthwith 


° Painin the legs orthe calves orswelling on the legs. This is pain associated 
with blood circulation. High progestin concentration levels inthe blood 
increase the possibility of clotting and this may affect blood circulation. 


. Headache, specially migraine. 

: Giddiness and blacking out. 

° Pain in the chest, difficulty in breathing, asthmatic constriction 
. Pain or cramps in the stomach. 


In thosesocietiesin which the status and mental make up of womenissuch thatwomen 
themselves do not look after their health, where their family members do not bother 
themselves with it unless a woman fails her household chores, where they already 
suffer from malnutrition, anemia and endemic health complaints due to general 
weakness — in such a situation how far can it be expected that the pain that may be 
caused by the pill will be seen as related to the pill? Firstly, will it even be seen as a 
complaint worth mentioning? And when the pillis one’s own need, when it is often 
the only resort, when more often then notitis being taken without the knowledge of 
family members — is it really possible to exercise that kind of caution? 


Itisnotofcoursenecessary thatevery woman suffer all the possible ill-effects, itis also 
possible that some will show no ill effects. But available statistics do raise serious 
questions. Whatever figures weshall be quoting refer to the US. Itis evident thatin India 
the situation would be quite different. Our only interest in providing figures is to 
highlight the seriousness of the issue. 


: Most of the women experience disruption of the menstrual cycle. One out of 
four women becomes moreirritable, gains weight, becomes depressed and 
withdraws into herself. But these symptoms are already subsumed in stereo 
typed images of women, and it is not even seen as an effect of the pill. 

r 5% of the women suffer from migraine. This toois related to blood circulation. 

. 5 to 7% women develop high blood pressure. Whether the complaint disap 
pears after discontinuing the pills does not seem to have been either studied 
or reported, but prolonged usage has been found to aggravate the problem. 

: Possible repeated infection of the urinary and reproductive tracts. 

. Swollen gums, which indicates that teeth also require attention. 

Increased risk of bacterial and viral infections, from which it may be inferred 

that the pill affects the resistance of the body/ the immune system. 

Nausea, vomiting. The whole method of fiddling around with estrogen- 

progestin actually do fool thebody. Symptoms associated with pregnancy are 

quite often reported. Similarly, continual weakness and lethargy arecommon 
complaints. The possibility of liver complaints also rises. 
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The foregoing long list refers to the ill-effects of estrogen-progestin combinations. Itis 
evident that pure progestin pills will show some what different effects, because in this 
case the egg sometimes does mature and the uterine lining is also affected. Some of the 
main complaints of pure progestin pills are as follows. 


: Most women report disruption of the menstrual cycle. Both the cycle as well 
as the quantity of the menstrual blood are affected. Forsome women bleeding 
is entirely suppressed, while for some, the bleeding goes on for prolonged 


periods. 

, Because of the progestin, cervical secretions remain thick and thereisa feeling 
of dryness. Due to this, cervical erosion may also take place. 

. For the same reason there is a change in sexual expression and there is a 


decrease in sexual desire. Women experience sexual satisfaction in two ways. 
First is through the muscular contractions during the movement of the penis 
inside the vagina and secondly, by adequate pressure and fondling of the 
clitoris. Most women are not aware of these facts because a woman’s right to 
sexual pleasure is not recognised, and she is considered but an instrument of 
man’s pleasure. Hence such changes in sexual expression are often not 
recognised, and when recognised not always taken into account. 


: Possible interference in liver function leading to jaundice. 

° Allergic rash on the skin. 

. Depression, irritability, lethargy and other psychological syndromes. 

. Heaviness of breasts. 

. Change in the contraction pattern of the fallopian tubes leading to increased 
risk of ectopic pregnancy. 

° The ovaries keep constantly preparing for ovulation and so there is increased 
risk of cyst formation. 


In spite of these many complaints recorded, doctors hold that the pill is a good 
contraceptive, since the focus is on the fact that ithas a high rate of success. Secondly, 
it does not require any intervention during the act of sexual intercourse. Sexual 
intercourse, especially the form in which the penis penetrates the vagina, alone has 
social sanction. A woman has only two alternatives in respect of her fertility : either 
she bears unwanted children or else she has to suffer the associated physical 
discomfort of contraception. To look for analternative beyond these involves a change 
in social conception. Only then can these adverse effects be understood in all serious- 
ness. 

Otherwise the direction of research has so far been to concentrate on developing a 
contraceptive which will interfere as little as possible in the act of sexual intercourse 


and which will offer as effective as possible a contraceptive action. Ill effects are 
considered only to the extent necessary to maintain the popularity of the contraceptive. 


Another difficulty that has been identified in respect of the pill is that the pill has to 
be taken regularly. Inadequate information leading to mis-scheduling was one aspect; 
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more common was forgetting to take the pill. In this society which treats women as 


irresponsible and stupid, having to take t 


he pill regularly has been seen as a major 


obstacle to its effectivity. It has to re- 
membered here that women often have 
to use a contraceptive on their own 
responsibility, behind the backs of their 
family members. In such a situation, it 
may not be possible to be regular in 
taking the pill. 


This initial analysis of the difficulties of 
‘the method of introducing the chemi- 
cal agent into the body’ has been quite 
instrumental insteering the direction of 
contraceptive research. It is difficult to 
believe that all this research is being 
carried out due to a concern for the 
‘poor, helpless’ women, because the 
record of the same research in respect of 
attempts to resolve the difficulties and 
complaints reported by the ‘poor, help- 
less’ women is even more dismal. This 
leads us to suspect that behind all this 
there is a deep seated conspiracy of 
acquiring control over reproduction. 
Taking ornottaking the pill depends on 
the woman and to that extent control 
over the decision to have or not have 
children remains in her hands as an 
individual. When total control passes 
into the hands of the providers, then 
only can it be fully ensured that there 
will beno conception whatever. In this 
way, under the excuse of women’shelp- 
lessness, and of their having to take 
contraceptives on the sly, another ob- 
jective wasbeing served,namely, thatof 
a special kind of population control, of 
control, over certain populations. Ina 
country like India, where its popula- 
tion is seen as a threat to the environ- 
mentnotonly within the country, butat 
a global level as well, it becomes neces- 


sary to control population. And so were developed other methods of introducing the 
hormone into theblood stream: long-acting hormonal contraceptives which leave the 


users with no control over their action. 
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An injection every three months 


The first of the long acting hormonal contraceptives tobe developed were theinjectable 
contraceptives. In this method, a high dose of a synthetic hormone like progestin is 
injected into the body immediately after menstruation. Slowly its level falls off. The 
initial concentration level determines the effective period of the contraceptive. 


Various kinds of injectables with different kinds and quantities of progestin have been 
developed. The two major brand names which have been popularised are Depo 
Provera and Net-en. Depo was the first tobe marketed in the70’s and since then, ithas 
been the centre of controversy. The two formulations have followed different pathsin 
India. Which contraceptive method is to be popularised in our country is determined 
by our dependence on other countries and or international aid politics. 


Thereis, besides, the popular conception that everything Phoren (foreign) is better. This 
is an argument extensively used by doctors in our urban areas, and now increasingly 
in the rural areas too. Doctors take extra money saying that these are American, Phoren 
loops when the fact is that all loops are the same and most of them are imported. This 
craze for Phoren goodsisan instrument of extortion of individuals as wellas of nations. 


Depo trials were never conducted in India, but in the 80’s while injectable contracep- 
tives were being strongly opposed all over the world, Net-en trials were carried out in 
India. These trials were entirely unethical and uncaring about the possible effects on 
women’s bodies. A women’s group from Hyderabad, Stri Shakti Sanghatana, adopted 
a daring approach to intervene in the process of the trials. 


Net-en trials were being conducted ina village near Hyderabad, on poor, needy women, 
without giving them any information about the possible ill effects of Net-en.[49] It 
was simply assumed that the women brought there were prepared to undergo the trials. 
It was not felt necessary to obtain informed consent from the women before they were 
exposed to this untested contraceptive. Inasense, they were being compelled to undergo 
trials, because their need for contraception was being exploited by administering Net- 
en . This was opposed by the Stri Shakti Sangathana. 


The Sangathana women went toone of the places where the trials were being conducted. 
First, they had a discussion with the doctors about the whole process. They saw that 
the women were simply being administered the injection without giving them any 
information. The Sangathana women proposed to the doctors that they would address 
the women and give them the information including that about possible ill effects, and 
then leave it to the women to decide whether they wanted to undergo the trials or not. 


The result was that most of the women decided not to undergo the trials. What this 
makes clear is that it is possible to give information and that full information changes 
the decision for many women. The excuse often offered is that women understand little, 
that there is no point in giving themany further information. However, it has always 
been the experience that whatever attempts have been made in an atmosphere of 
openness and some sensitivity, women have been eager to acquire information and 
understand. 
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Later, Stri Shakti Sangathana, Chingari from Ahmedabad and Saheli from Delhi filed 
asuitin the Supreme Court tobanNet-en. Thatsuitis pending since 1986. In 1992, they 
tried to widenthe scope of their application. Earlier, the prayer was that Net-ennot be 
allowed to beincluded in family planning programmes. Now theattemptis to widen 
the scope tocover future development oflong acting contraceptives. Attemptsare also 
being made to cover those instances of their experimental or actual use by doctors 
without giving women adequate information or by dispensing misinformation. Italso 
attempts to make provision of compensation for those who may havesufferedinsuch 
cases. 


Women’s organisation have been fighting on this issue along with various health 
organisations like the Medico Friends Circle, Voluntary Health Association of India, 
ACASH, etc. In the last few years, however, drastic changes are taking place in India, 
as far as contraceptive methodsare concerned. Earlier,even though the trials werenot 
carried out ina satisfactory manner, they at least provided some time for and some 
opportunity of checking what effects these long-acting methods had on womenin our 
environments. Moreover, the trials also offered the time when others could voice and 
discuss their agreements and disagreements. 


Now we have new policies in which no such trials are considered necessary so, in 
June’93, our government gave permission for the marketing of Depo Provera and other 
injectables and in April 1994, the companies launched Depo Provera in the Indian 
markets.On thisbackground, itbecomesimportanttotakea look at the history of Depo 
Provera, acontraceptive injection on which A lotofresearch has been carried out. This 
drug, DepotMedroxy Progesterone Acetate (DMPA), wasmanufactured by the Ameri- 
cancompany Upjohnand marketed in the early 70s. Animaltrials carried outevenafter 
the marketing showed increased risk of cancerinrhesus monkeys injected with DMPA. 
This led to objection to its use since the results implied increased risk in humans too. 
To this the answer was thathumansare quite different from monkeys and whatis true 
formonkeysneed notbe true forhumans. Ifwe extend this logic further, itwould mean 
that there is no assurance that all those ill effects which are not seen in animals will 
notaffecthumans. Most research in medicineand chemical contraceptives would then 
have to come to a stop because their main basis is animal trials! 


The US FDA had denied permission for the use of Depo as a contraceptive. Upjohn 
appealed against this decision and FDA instituted an inquiry. Meanwhile the com- 
pany shifted its production unit to Belgium to bypass US laws which did not allow 
exportofdrugsbanned in the US. Depo kept getting the approval in various developing 
countries whose population policies favoured such long-acting, provider-controlled 
methods. In1986, of the 83 countries that approved Depoasacontraceptive, only seven 
were so-called developed countries! 


The US FDA, one of the most stringent licensing authorities in the world, has of late 
changed its stand regarding these long-acting methods. In the 90’s, the US FDA 
suddenly began to give approval to long-acting methods — it approved Norplant in 
1990 and Depo Provera in 1992. The FDA’s reservations about Depo at the 1984 
hearings seem to have been resolved by aneight year multi-centre study conducted by 
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the WHO which apparently proves that there is no increase in the ‘relative’ risk of 
cancer due to exposure to Depo. Even then the approval hasbeen givenonthe condition 
that the company carries out post-market research on how far Depo affects bone- 
density in its users. 


Social marketing of contraceptives 


Social marketing is anew trend in the distri- 
bution of contraceptives. Until now, contra- 
ceptives were made available tomost people 
either through the family planning 
programmes or directly through the market. 
Thenew trend of social marketing provides 
contraceptives throughnon-governmental 
organisations at nominal prices. 


One such organisation in Bombay is the 
DKT which is involved right now in the 
marketing of mini-progestin only pills and 
condoms. Women from the community are 
selected, trained and equipped with infor- 
mation about the products they are to dis- 
tribute. These women in turn reach out to 
other womenin the community whom they 
motivate to use these products. The motiva- 
tors get some discount on the sales they 
make. Screening for contra-indications, fol- 
lows up care and monitoring of use, are all 
the responsibilities of the health worker. 


On the face of it, it looks like a grass roots 
initiative to better women’s lot. If women 
had aright to choose a safe contraceptive in 
accordance with their wishes and their 


needs, it could perhaps become such a 
programme. Butit is not. What is central to 
the programmeis the widest distribution of 
contraceptives; tying the motivators’ remu- 
neration to a discount on sales is just one 
aspect of it. It is just what its name says, 
another ‘social’ method of marketing con- 
traceptives. In such a situation the health 
workers’ capability and willingness tocope 
with the complications thatcanarise through 
continuous contraceptive use, is doubtful. 


There is an apprehension that long-acting 
methods like injectables and abortifaecients 
like the RU-486 would soon be supplied in 
this manner. If we keep in mind that much 
more serious complications can arise while 
using these methods, social marketing is a 
dangerous proposition. In fact, itseems tobe 
a method of exploiting the goodwill and 
faith that the NGOs enjoy in the eyes of the 
community and local women, achieve gov- 
ernment targets of population control. Mean- 
while it is the women who will pay for the 
success achieved at the cost of their health 
and well being. 


The recent approval by the FDA has opened up and allowed various other govern- 
ments also to give approval to these methods. So, in India, Depoand Net-en are being 
brought on the market without trials. Both Depo and Net-en are, however, not being 
made part of the family planning programmes. This is probably due to the changing 
nature of the programme which is now concentrating on implants and other longer- 
acting methods. Thus Norplantis almostat the doorstep of the government-run family 
planning programmes, while injectables and oral contraceptive pills are allowed to 
flood the market, but are being channelised through the new so-called ‘social market- 
ing’ methods (see box above). 
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Implants — a five year plan 


Norplant is a method whereby a rod impregnated with or a capsule filled with 
progestin isimplanted under theskininthearm. Though it too contains progestin, the 
method of releaseis different .Two types of Norplant 
have been tried — the Norplant-2 and Norplant-6. 
Norplant-2 had two rods whereas Norplant-6 has 
six capsules. Both therodsand the capsules aremade 
for a silastic plastic material. The dose of progestin 
released through the material at a slow and steady 
rate entering directly into the bloodstream is quite 
small, even smaller than the dose contained in the 
pill. But there is a vast difference between the two. 


First, once the implant is inserted it is not taken out 
for almost five years and all this time the body main- 
tains aconstantlevel of progestin in theblood stream. 
We know that during a natural cycle, the progester- 
one levels fluctuate and this rise and fall is what makes up the cycle. Maintaining 
constant progestin levels is tantamount to abolishing the cycle itself. With the 
combination pills, after 21 days of a daily hormone dose, there is a week in which no 
hormone isintroduced during which the natural processes of the body are allowed to 
take over again. Net-enand other injectables act for three tosix months and completely 
disrupt the cycle for that period. And Norplant does the same thing continually over 
a period of five years. Itis obvious that this is bound to have radically different effects. 


Norplant - 2 rods 


Secondly, one may stop taking the pill whenever one so decides, for instance if the 
complaints become unbearable. But in both these methods — injectables as well as 
implants —- we have no power over this deci- 
sion. After the injection there isno alternative 
buttosuffer through whatever consequences 
it may have. The implant may also be re- 
moved, but it is a small but skilled operation 
which only a trained doctor may perform. 


We have been able to collect first hand ac- 
counts from women from the cities of 
Vadodara, Bombay, Delhi and Thane who 
had undergone Phase lll trials of Norplant-2. 
When the trials had begun, we failed to get 
any information or any details of the trials Norplant - 6 rods 
from the governmentinspite of repeated and 
persistentrequests. Now perhaps the govern- 
mentis prepared torelenta little, or perhaps the persistent opposition has had results, 
but this time round we could get some information and also communicate it to some 
of the women undergoing trials. 
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‘Il have no complaints’ 


Most of the women had no knowledge of the menstrual cycle, how it is related to 
reproduction and how thechemicalin the implantinvisibly achieves its contraceptive 
effect. Most of the women, it would seem, had been hired into participating by the 
promise of contraception for five years without anything being introduced into their 
reproductive organs, and without having to remember taking the pill daily. Many 
women mentioned the desire not to have any more children atall or that the youngest 
child was still breast feeding, or that the husband constantly pestered her and hence 
the least she wanted was the assurance of contraception. In sucha situation even an 
affectionate response from the doctor became a reason for participation. Our discus- 
sion with these women were a revelation to us of the very large extent to which most 
women are starved of and crave for love, affection and sensitivity, and how once they 
have taken decision they are prepared to suffer its consequences. 


The main indications of the internal chemical disturbance caused by the implant were 
menstrual complaints. Some of the women suffered from 20-days of bleeding every 
month. 


One of them described how in her suffering she wanted the implant removed, and it 
was only after meeting the doctor about 20 times and only after having requested, 
pleaded, threatened and cried could she have the implant removed. She had decided 
to have the implant removed only after she reached the limits of her endurance after 
having to suffer through constant bleeding. She had also had to face constant 
increasing additional pressure because of the ideas of pollution and sinfulness 
associated with menstruation, and had suffered through verbal and physical abuse 
from her husband because she could not have sexual intercourse. But the doctors 
hankering after experimental success turned a blind eye toall her suffering, and in fact 
increased them. 
Her suffering did not stop with the removal of the implant. Two months later, she 
conceived and continued to bleed considerably during her pregnancy. The daughter 
she has borne is extremely weak, one of her eyes is very small and she has a squint. It 
is obvious that looking after this sickly child will be fully her responsibility and also 
that she will in no way see it as related to Norplant. 


Many others were ina similar situation. 


One of them had a thyroid problem many years ago that had been completely cured. 
After removal of the implant, the problem reappeared. Moreover, from what we could 
make out from her other complaints she hada lump in the ovary or the uterus. All her 
papers from the hospital had been destroyed due to flooding of her hutment in one of 
the rainy spells, so it is not possible to say anything with certainty. We inferred the 
thyroid problem on the basis of the medicine she was being prescribed. When she goes 
to see a doctor, she never mentions Norplant. She cannot relate her difficulty in 
breathing to the implant inserted under her skin. 
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One of the women who was quite weak to start with, lost 6 to 7kg. She could not sleep 
properly, lost her appetite and had nausea andasaresult has become extremely weak. 
After two years of this, she had the implant removed but she continues to be extremely 
weak. She too does not mention Norplant to the doctor who is treating her for her 
complaints of weakness. 


What is worth nothing is that none of the women had any information about the 
implant itself, nor moreover, were any of them told that they were participating in an 
experiment. Itis after all the moral responsibility of the experimenter to forewarn their 
human participants of possible difficulties and complications. No doubteffectiveness 
of the contraceptive is part of the experiment, but associated effects are as important 
a part. And if the participating women are not aware of possible effects, how are they 
supposed to report their complaints, which more often then not might be apparently 
quite unrelated? What kind of clinical trial is this? 


Just as with the pill, there are conditions in which theimplant is contra-indicated. But 
how isitdetermined whether or not the womanis suffering from suchacondition? A 
wellknown gynaecologist from Bombay who has conducted many of these trials told 
us, 
“We rely on oral information and routine physical examination only. Only if this 
indicates any problem do we go in for more specific investigations. Women are not 
ready to give blood, even for testing. If we begin to draw blood for tests, women will 
not participate in the trials, they will just walk away”. 
Moreover, women whocome for the trials are mostly those who havea pressing need 
for contraception, and are in a way coerced into participation. In another basti the 
health worker herself got the implant inserted.She had a double reason forit: first, she 
herself became one of the three ‘cases’ she was supposed tobring, and second, itmade 
it easier for her to get other ‘cases’. 


Production of Norplant-2was stopped because the silasticmaterial of whichitis made 
is no longer available. The company had been asked to conduct extensive tests to 
determine the possible carcinogenic effects on workers exposed to large quantities of 
the material. It was easier for the company to suspend production then to conduct the 
tests. 


The ICMR has then been left with Norplant-6 for which they had carried out only the 
phase-II trials. The government had intentions of introducing Norplant-6 without 
further trials, butbecause of the pressure from women’s groups they started phase-IIl 
trialsin August 1993. The manner of conducting the trials however, hasremained the 
same. Womenare told thatitis a trial, but Norplantis offered as one of the alternatives 
along with well accepted and tested methods like condoms, pill and IUDs. How can 


an untested method be offered on par with well tested methods and the process still 
be called a trial? | 


Besides the unethical nature of the trials and long term chemical disturbances, there 
are other difficulties with the implant as well. The providers of the implant acquire 
excessive control over the women. Though Norplantis inserted just under the skin, in 
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the course of time it tends to get surrounded by a fibrous tissue and many become 
embedded lower down in the tissue. Removing it is a difficult and skilled job which 
can only be performed by those trained in it. 


The experience of the implant in Indonesia is revealing. The implant was introduced 
into Indonesia in great haste. Hence, health workers had been taught how to insert the 
implant, but not how to remove it. Since it wasa five-year implant, it was thought that 
this training could be imparted to them anytime later in those five years. When some 
women began to suffer excessively because of the implants, they could not be removed 
because there was noone to remove them. All that the women could do was to continue 
to suffer in silence![50] 


In every country and society where population control is considered of utmost 
importance, the experience of whatis done to keep the experimental results attractive 
has been similar. Many women in Bangladesh were lured into accepting implants. 
Everyone was then at their beck and call, but when they wanted to have it removed 
midway they were given the cold shoulder. One woman, unable to bear her suffering 
any longer, wrenched the implant out and in the process caused grievous damage to 
herself and succumbed to the injury .[51] 


For all these reasons, women’s organisation have opposed all such long acting 
hormonal contraceptives. Both the points on which they have been opposed are 
equally objectionable: first: on account of complete disruption of the hormonal cycle 
within the body, and second, on account of loss of control over one’s body. But 
whenever women have raised their voice against these contraceptives, they have 
always had abortion-death statistics being read back at them. Given a lack of proper 
contraceptives and proper social environment for their use, abor- 


tions become an almost necessary consequence. Nevertheless, in 
such a situation, if ill effects of contraceptives are not considered 
important and are disregarded, it becomes an additional burden 
forwomen to bear. 


Finally, itis the women whoareinneed. For those who donot want 
to go through one more pregnancy, one more long stint of child 
raising, contraceptives become the only alternative. If after all this, 
the doctor tells them that if they use a certain contraceptive they 
will have tosuffer certain discomfort, womennevertheless accept 
it. Deep in our hearts, we feel responsible for our ownsituation. We 
all accept that if we have to get what we want, we will have to pay 
for it with discomfort, bleeding, white discharge, headache, weak- 


Women’s organisation have 
opposed all long acting hor- 
monal contraceptives on two 
major points both of which 
are equally objectionable. 
First, on account of complete 
disruption of the hormonal 
cycle within the body, and 
second, on account of loss of 
control over one’s body. 


ness and every other kind of illness. Our belief that suffering quietly is our duty helps 
us out. We accept these techniques with all the discomforts and even learn to accept 


and believe, “I have no complaints!” 


If in spite of all this,some of usstill cannot stand it, doctors are ready with explanations. 
When women were protesting against Net-en, the doctors said that a little bleeding 
more or less is nothing much. Not worth worrying about. The doctors cannot know the 
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psychological and physical state of a woman who has had to undergo 20-days 
bleeding every month. And if the woman persists obstinately and continues to worry 
and complaints about it, she is told its just an obsession, put it out of your mind and 
it will disappear. ‘Women’s psychological condition’ seems to be adapted to the 
doctors’ interests : sometimes with sheer distrust and sometimes asa thing to capitalise 
upon! 


Towards an informal compromise 


Where then do we go from here, this is a question that is with all of us. We women 
ourselves have to become mentally strong enough. Butisit possible for those of us who 
are economically dependent and not formally educated? Our education comes from 
our experiences and if wecanlookat our experiences differently itmay yet be possible. 


For this we feel itisnecessary to develop anew relationship with the changes that occur 
both inside and outside our bodies. 
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If we succeed in putting aside all those emotions and social beliefs that look at 
menstruation in terms of Paap-Punya (Sin and good deeds), of sacred-polluted, of 
touchable-untouchable, and instead accept menstruation and its seeming discomfort 
as part of our natural selves we shall be able to acquire a different outlook. Many ofus 
have experienced how muchstrength it may give us tobe able to resist social pressure 
and dosomething according to her own will. Whena womanconsciously decides that 
she wants a contraceptive and chooses it all the conditions of its use will be fulfilled, 
whatever the social beliefs or those of her family members. It will be used conscien- 
tiously but at the same time with full awareness so thatits ill efforts and danger signals 
are immediately recognised. This is impossible for any contraceptive foisted on 
unsuspecting women. 


To make all this possible, it is important that we look differently at sit 

our bodies. Wehave tolearntolookatourbodiesnotasinstruments /¢ 4S important tha fwe 
of child bearing alone, but as the bodies of living, independent /00k at our bodies not as 
persons. Adequate informationaboutthemenstrualcycle,asmuch instruments of child 
information as we can gather about the way thecontraceptiveacts bearing alone, but as 
through changing hormonallevels,its possibleeffects,andourown bodies of li ving, inde- 
experiences—we need to give adequate attention to all these factors pendent persons. 
before we decide which contraceptive we should use. 


According tous, hormonal contraceptives affect one of themostimportant cycles in our 
bodies and rob us of the feeling of comfortable well-being. As faras possible, we should 
refrain from disturbing these fundamental, delicate chemical balances within our 
bodies. But since not all of us are placed in similar situations, some of us may be left 
with no recourse but to use hormonal contraceptives. 


However, itis our firm opinion that under no circumstance should we use long acting 
hormonal contraceptives. The reasons as described earlier are two fold. First, that in 
these contraceptive methods we lose control over our bodies and over the action of the 
contraceptive and place ourselves in the control of contraceptive providers. Faced with 
intolerable suffering anda refusal by the providers toremove the device, we are left with 
noalternative whatsoever.Secondly, there are number of doubts expressed about such 
a prolonged disruption of basic bodily processes. Adequate research has not been 
carried out on it. 


It would also be necessary to see how it would affect future pregnancies and the 
hormonal cycle in the daughters. This requires long-term monitoring of the children 
of users at least upto a little beyond puberty. 


Considering all factors, of the hormonal contraceptives only the contraceptive pill may 
be used if forced to by special circumstances. There is also a large body of research 
carried out on the pill which helps in taking decisions. Women’s organisations have 
compiled this information and have also classified itin relation to taking the pill. This 


makes it clear how serious each complaint may be. 
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Let us be alert while taking the pill. Let us not treat tt as a small, harmless thing 
and take it as and when we please. We are therefore repeating information 
classified accordingly. 


ABSOLUTELY DONOT TAKETHEPILLUNDER THEFOLLOWING CON- 


DITIONS: 
= Any disease related to blood circulation, tendency to clotting, and 
anaemia; 
— Jaundice or any other disorder of the liver; 
=> Irregular, unexplained menstrual bleeding; 
=> Cancer of any reproductive organ or the breasts; 
=> Pregnancy. 


AVOID TAKING THEPILL AS FAR AS POSSIBLE UNDER THEFOLLOW- 
ING CONDITIONS: 


= Migraine; 

= Diabetes in oneself or in the family; 

= Disorder of the gall bladder; 

= Major injury to the lower parts of the legs, or if legs are in plaster; 
=> Age over forty. Since the menstrual cycle becomes pretty irregular 
by then anyway, there isin factincreased possibility of use of the pill. 


NOT PERHAPS RECOMMENDED IN THE FOLLOWING CONDITIONS: 


=> History of jaundice or similar complaints within the last year. 

=> Smoking; 

= Breast feeding — there is possibility of decrease in nutritive value of 
milk or suppression of lactation altogether; 

=> Weight gain over 10kg within a few months of taking the pill; 

=> Irregular menstrual bleeding. 


IF POSSIBLE AVOID IN THE FOLLOWING CONDITIONS: 


Excessive depression; 
Complaints of falling hair in pregnancy ; 
Asthma; 

Fits and seizures; 

Fibromyotoma of the uterus (a kind of growth); 
Varicose veins; 


VYUULUUSY 


Previous history of jaundice with no signs of liver disorder now. 
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ANTI-FERTILITY ‘VACCINES’ 


Reproduction as disease 


Eleven year old Amrita had almost invited the fever and now that it had come, was 
finding it difficult to bear and had begun toask her mother, “What will happen to me 
now? Won't I get well?” The mother after all, like us, believed in rationality and 
explained everything in detail. Amrita tried to listen to her and understand what she 
was saying. 


Mother told her, to an extent, fever is a sign of health. It is the special characteristic of 
our body. When any external substance that disturbs the internal balance enters our 
body, the body vigorously prepares to tackle its entry, to ejectit. Fever indicates that our 
body is resisting the effect of that external substance. Itthus shows that the body is using 
all its mechanisms to retain its internal balance and state of health. A fever hence can 
bea very important aspect of our bodies and isa very valuable indicator for a healthy 
body. Amrita did not want anything more than this, but it started us off on a trail of 
thinking. 

What Amrita’s mother was talking about was the immune system. This system whose 
active and alert functioning was an indicator of good health, has been manipulated, 
aided externally, and supported to help it cope with diseases and disorders which it 
finds itself handicapped to handle. Use of anti-disease vaccines was one such 
mechanism which helped the immune system to deal with certain diseases. Our 
understanding of the immune system said that it was a delicately balanced system and 
so could be interfered in only if it was incapable of dealing with some dangerous 
disease. 


Searching for a new disease 


Weare, however, now hearing of immuno-contraceptives or anti-fertility ‘vaccines’. 
These vaccines are a further step in the unifocused perspective in contraceptive 
development of controlling, eliminating or restricting fertility. Vaccines have so far 


For the scientists increasing 
population is a problem. If 
uncontrolled fertility allows 
disease-like spread of the popu- 
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been developed against disease-producing bacteria and viruses. For the first timenow 
we have anti-fertility ‘vaccines’ that do not work against diseases, but in fact change 
the very definition of the disease itself.[52] 


What is the connection between the immune system and contraception to have 
contraceptives based on the immune system? And how can there be anti-fertility 
‘vaccines’? Is fertility a disease against which the immune system would act with the 
help of an anti-fertility ‘vaccine’ (AFV)? We have serious differences with the under- 
standing which is implicit in the development of these ‘vaccines’ and with the 
terminology that is being evolved along with them. We believe that all such unneces- 
sary and dangerous research should be halted. We tried to express these thoughts to 
one of cur friends who was engaged in research on the same subject. 


“The research taking place takes full account of the point you have raised. Why are 
you so emotional in rejecting this new turning point in science? It is not right to 
compare the vaccines developed against diseases and the anti-fertility ‘vaccines’ in 
this way. You are all indulging in hair-splitting. It is not right to stretch any logic 
so far. What is important is to recognise how elegantly and simply the mechanisms 
of the body have themselves been used to solve today’s urgent problem of population 
control!” 


Wewereastounded by the chargesmadeby our friend. Thatin our emotional response, 
we were saying things which were without any basis and which were tantamount to 
suspending research itself. And who were we to raise issues about the understanding 
of the scientists, their moral viewpoint and their social responsibility? What became 
clear was that once a scientist, whether a friend or not, has decided on a particular 
direction of research such questions no longer matter. An objective has been set and 
everything centres around resolving the identified problem. For the scientists increas- 
ing population isa problem. If uncontrolled fertility allows disease-like spread of the 
population, fertility also becomes a disease. It then becomes necessary to tackle this 
disease at all costs and an established method of tackling disease is vaccination. Hence 
they have a full justification of developing anti-fertility ‘vaccines’. 


In our ears ring the cries of the ‘diseased’, pregnant 
women. Is pregnancy really a disease? Is conception a 
disease? Then why are women from the northern coun- 
tries being asked to embrace this disease? Why are they 
being forced from all sides towards this disease of preg- 


I ation, fertility also becomes a nancy andhaving children? Whyare they being provided 
disease. It then becomes neces- _ withall facilities so that they would contract the disease, 
sary to tackle this disease at al] strengthenthediseaseand givebirth tomore children? A 
costs and an established method disease doesnot generally discriminate between human 


of tackling disease is vaccina- beings to such an extent as to become a bane for one and 
tion. But is pregnancy reallya 3 boon for another. Nor do diseases discriminate this way 
disease? Is conception a between humans from the southern and the northern 


countries. This seems to be a special characteristic re- 


disease? 
served for this strange ‘disease’ of fertility. 
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For us fertility isno disease and immuno-contraceptives or anti-fertility ‘vaccines’ are 
aredundant development in science. Before we go into spelling out why we consider 
this research unnecessary and dangerous we would first like to share our understand- 
ing about what these ‘vaccines’ are and about how they work. Tobe able to do this we 
begin with a brief introduction to the immune system and its mechanism of action 
against diseases. 


The immune system — developing an understanding 


The first thing tobe said is that the functioning of the immune system depends onmany 
factors, all of them not necessarily biological. As a result of this different persons’ 
responses to disease causing germs and factors is different. 


Forexample, itis a fact that malnutrition isa condition that lowersa body’s resistance 
and it is a condition that affects only certain sections of people. Even within those 
women’s health always lies below the line corresponding to average health. One 
reason for this is that they first see to the needs of others in the household and eat 
whatever is left over so that they are always undernourished. Besides, they suffer from 
anaemia. Moreover, to meet the needs of menstruation, pregnancy and childbirth 
women’s bodies require extra energy and food. Whensuchneedsarenot met,a vicious 
cycle begins —increased weakness leading to poor health leading to lower resistance 
power. Thenatural life expectancy of womenisestimated tobe higher than that formen, 
but in reality where natural factors work only through social perspectives and social 
structures, the situation is quite the reverse. Inevery society /community which cannot 
provide adequate resources for allits members, women face the worst conditions and 
their average age is lower than men. 


The point is twofold. One, that due to each body’s specificities, its responses and 
actions are specific and unique. Second, due to the social conditions in which a body 
exists, many other factors contribute towards the overall functioning of the body. This 
leads to very varied biological responses to similar stimuliand hence is an important 
point to note when trying to intervene in any natural processes. When intervening in 
the immune system of a healthy body for purposes totally unrelated to the immune 
system, this has to be particularly paid heed to. 


Wehavealllearnt about the mechanisms of the immune system in our childhood. We 
were taught using the imageries of warfare that diseases are caused by bacteria and 
virus and that against every such foreign organism in the body, it is as if an army is 
raised and a war declared against it. For particular diseases particular types of armies 
are raised. How capable and how alert this army is, isa measure of one’s health. Even 
though this image of warfare and its language is the way disease and resistance are 
commonly understood, we would like to look differently at our immune system. 


The mere presence ofa particular, so-called external bacterium or virus does not lead 
to disease. A disease develops only when there is some disruption of normal bodily 
processes. If a bacterium arrests or changes a natural process, the body will show a 
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reaction aimed atrestoring itsnatural, ordinary functions. This is the resistance power 
of the body. Rather than calling ita defense mechanism, we would like to call them 
protective actions initiated by the body. 


The bacteria or virusesand the chemicals released by them which disrupt the natural 
processes are called antigens. The body adopts a number of methods to resist the 
antigen, one of which is the production of antibodies. The antigens are protein 
molecules, and the antibodies are also proteins, but withastructure such that they can 
block those antigens which create a disruption. Often, in this manner, the antibody 
renders the antigen inactive. In this chemical process even if the antigen continues to 
live, rendering it inactive, is equivalent to eliminating it. 


& 
j 
Antibody 


Antigen-antibody action 
Adapted from Human Physiology, Vander et al, Mcgraw Hill International 
Editions, 1986. 


The body onits ownis capable of generating antibodies against many diseases. These 
antibodies are present in the body right from thebeginning and as soonas the antigens 
start their disruptive action, the antibodies begin their action of obstructing antigen 
action. However, the body on its own may not be capable of developing resistance to 
all diseases. In such situations, a vaccine is often used. 


A vaccine is a protein-based preparation related to a particular disease which is 
prepared in such a way that its administration calls into play our protective actions 
of the immune system. Often, the germs responsible for the disease are themselves 
introduced ina weakened formand in small quantities. Our body does not assimilate 
this unknown protein, and makes antibodies aimed at this antigen. The memory of 
making these antibodies is retained by the body and if in future the bedy is exposed 
to the germs of that particular disease, it immediately produces antibodies. These 
antibodies block the action of the germs and check the spread of the disease. The first 
such vaccine to be made was in 1770 against polio, and since then vaccines have been 
developed for the antigen bacteria or viruses of more than twenty diseases. 
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Any vaccine or inoculation is necessary to protect the body from certain diseases. But 
slowly a viewpoint is also taking root that it is sufficient to do only this. The overall 
health of the body and its general powers of resistance seem tobeignored. This is very 
‘clear from the widespread epidemic of cholera in Delhi in 1988.[53] One of the main 
factors responsible for it was the lack of clean, safe drinking water. The social structure 
today is such thatmany peopleare forced to drink such dirty water that their resistance 
power is inevitably lowered. Responsible for that epidemic were those sources of 
unclean water, and the fact that certain sections of the people who already had a 
lowered power of resistance were forced to use it as drinking water. 


For the prevention of the epidemic what was hence necessary was the provision of 
clean, safe drinking water and simultaneously, measures toimprove the overall health 
of those sections of people. However, since the cholera vaccine was readily available, 
all that was done was to administer the vaccine. Mere administration of a vaccine 
without dealing with any of the other causative factors can hardly be called a proper 
method of tackling the epidemic. In fact, vaccination under the circumstances also side 
steps the fact that after an epidemichas broken out, the role of vaccination is extremely 
doubtful. | 


However, in the reductionist viewpoint that prevails today in science, the emphasis 
is onrecognising the bacteria or virus associated with the disease, developing vaccines 
against it, and using these vaccines blindly. And the anti-fertility ‘vaccines’ are being 
developed in this same mindset. 


The anti-fertility ‘vaccine’ 


Hence the first question when creating a ‘vaccine’ against fertility is, what are the 
factors causing this ‘disease’ of fertility? Definitely not bacteria or viruses. The factors 
will be those which act in the whole process up to the birth of a child. For example, 
‘maturation of the egg’, ‘the fertilisation of the egg’, ‘the implantation of the foetus on 
to the uterus’ — any one of them may be taken as ‘cause of disease’. 


If there isa hormone which when produced atthe right time, 
prepares the uterus to accept the fertilised egg, that hormone 
can be taken as the cause of disease. If there is another 
chemical which produced at the right time, helps the egg 
mature and leave the ovary, that chemical too can be taken 
as the cause of disease. What then is the ‘treatment’ of the 
disease? Tostop insome way or the other, the production of 
that chemical. Hence, in the terminology of modern science, 
all the chemicals in the body that facilitate conception can 
serve as the antigen associated with the ‘disease’ of fertility. 
In this case then the anti fertility ‘vaccine’ would have to 
introduce the chosen antigen in small quantities into the 
body, and get the body to produce antibodies against this 
‘dangerous’ antigen. 


In the terminology of modern sci- 
ence, all the chemicals in the body 
that facilitate conception can serve 
as the antigen associated with the 
‘disease’ of fertility. In this case 
then the anti fertility ‘vaccine’ 
would have to introduce the cho- 
sen antigen in small quantities 
into the body, and get the body to 
produce antibodies against this 
‘dangerous’ antigen. 
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Now things have passed beyond discriminating between human beings, the proteins 
within the body are being discriminated against. The natural proteins of the body are 
beingseenastheantigens of the disease and theattemptis to deceive thebody by getting 
it to treat that part itself as an enemy and to fight against it in a way that will eliminate 


itfrom thebody. 


This deception isnotatalleasy, and all over the world experiments are still going on. 
In principle every protein that participatesin the continuity of the process of reproduc- 
tion may be takenas theantigen.So the first thing tobe decided is the choice of protein 
to be treated as antigen. 


Itwas firstagreed upon by the world scientificcommunity being guided by the WHO, 
that only the chemicals which were present in the body for short times be treated as 
antigens. Thismeant thathormones which helped produce the egg or thesperm which 
are always presentinsome degree in the body would notbe taken as antigens. But after 
all, these rules are made by the scientists who want their names to go downin history 
as the developers of these ‘~,accines’. And so, with the realisation that the task onhand 
of developing a ‘vaccine’ against a few ‘antigens’ was not all that easy and possible, 
the rules also undergo changes. As of date, the guidelines set by the WHO state that 
‘such hormones should ‘preferably’ not be chosen as target antigens’ [54] 


The second pointis that there are many proteins similar to each other inside the body. 
This means that a vaccine developed against one has the danger of acting against the 
others. This is another factor that restricts the choice of the ‘antigen’. And the most 
important fact that lies beyond the choice of the ‘antigen’ is, how to deceive the body 
torecognise something naturally produced within itin thenormal course ofits action, 
as an ‘antigen’. Many experiments are today going on to tackle this difficulty in 
initiating action. 


After theantigenis chosena small part ofit, thathas nosimilarity with any other body 
chemical, is isolated. This portion is then attached to a known anti-disease vaccine, 
and this combination is then administered as the anti fertility ‘vaccine’. The hope is 
that since the body is capable of generating antibodies against the original vaccine, it 
will now generate antibodies against the entire combination. Then, if the targeted 
hormone is made naturally by the body, the antibodies would render it ineffective. 
Currently experiments are going on to develop ‘vaccines’ that would initiate this kind 
of resistance. 


The basis for the assumption that this deception will work are the trials conducted on 
animals. These trials are mandatory and must be completed before trials on human 
subjects can commence. Scientists in their hurry to gain the name and fame as 
developers of these ‘wonder drugs’, have tried to bypass animal trials. Their argument 
is that the antigen used for animals (usually baboons are used as they are easier to 
study) is the animal specific antigen. Hence reactions and side effects to it need not 
necessarily be extended to the corresponding human chemical. To reduce their own 
workscientists donothesitate to tamper with the ethics of contraceptive research.[55] 
Hence it is important to keep track of the total process in all new developments. 
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Research on the anti-fertility ‘vaccine’ 


Many scientific collectives are engaged in developing and studying the ‘vaccines’ in 
different parts of the world. These are summarised in the table below. At present, 
research on the AFV is ina primary stage. The table makes it clear that every group is 
working ona different ‘vaccine’ .[56] In most places trials on human subjects have not 


yetbegun. 


However, one thing that stands out is that once again the experiments are being 
conducted on women’s bodies. Once again the entire responsibility for and the risks 
involved in reproduction are having to be shouldered by women. The recognition of 
fertility andits control should bea responsibility to be borne by all humans concerned 
with reproduction. Itis the aim ofall of us who talk about reproductive rights to make 


Research Institution Focus of research Funding Agency 


The WHO, Human 
Reproduction 
Program, Geneva 


Anti-hCG vaccine. 

First phase clinical trial 
conducted. Second phase 
discontinued in 1994. 


WHO, UNFPA, World 
Bank, Governments of 
Sweden, Germany, 
Denmark, Norway, 


United Kingdom 


The National Institute Anti-hCG vaccine. First and 
of Immunology, Delhi second phase clinical trails 
completed. 
Anti GnRH vaccine 
Anti FSH vaccine 


Indian Institute of Anti FSH vaccine for men. 


Indian Government, 
IDRC, Canada, 
Rockfeller Foundation, 
USA 


Zonagen, a biomedical 


Science, Bangalore phase | trials completed (?) company from the US 


Anti hCG and Anti GnRH 
vaccine 

Anti FSH vaccine for men 
and anti sperm vaccine for 
women 

Anti sperm and ova (zona 

pellucida) vaccine 


Population Council, 
New York 


Contraceptive 
Research and 
Development 
Programme, 
CONRAD, USA 


Population Council, 
USAID, National 
Institute of Health 


USAID 


Table indicating the various research teams, their focus of research and funding agencies.[56] 
These are just the main teams. There are other small teams all over the world. 
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every man and every woman aware of their responsibility in reproduction and how 
this awareness will come about is an important question before us. But every new 
technique has proved that technology is no answer to these questions. On the contrary, 
every new technique has been a step in foreclosing the sharing of this responsibility. 
Ateachstep the woman has beenheld responsible for reproduction —this has beenan 
opinion shared by society as well as the science it has given rise to. And so, in the 
circumstances, itis not possible for us to refuse this responsibility. After all, children 
are borne from eur bodies, and hence contraceptives are our demand as well as our 
need. 


Technology restricts itself to this need and provides newer and newer techniques. 
These techniques all act on our bodies and cater to thisneed without any contribution 
towards the associated social change that is needed. As faras the anti-fertility ‘vaccine’ 
is concerned, it should be as possible to evolve a ‘vaccine’ against hormones that 
produce and maintain the effectivity of sperm in the man’s body. But the main 
emphasis is on women’s bodies. So far it had been said that since there is a periodic 
reproductive cycle in women’s bodies, it was more accessible to interventions. In the 
absence of any such cycle, it was felt that there was a danger that chemical contracep- 
tives developed for men may affect the entire body. 


The ‘vaccine’ completely exposes the hollowness of this logic. Even the anti-sperm 
‘vaccine’ is being developed for women’s bodies. The statement by the well known 
scientist Spieler in the WHO bulletin is revealing in this respect. Spieler says, 


“Whether vaccines involving sperm antigens would be more appropriately used in 
women or men remainsan open question at this time. However, asit appears most likely 
that their usein women would involve the fewest complications and potential hazards, 
the best approach would probably be active immunisation of the female or a passive 
local delivery such as vaginal administration of the anti-sperm antibody.”[57] 


What reasons he has for saying that the anti-sperm ‘vaccine’ will be more effective in 
women’s bodies (and there are noapparentscientific reasons), Spieler alone would be 
able tosay. What weseein itis a viewpoint that reflects and strengthens accepted social 
prejudice. 


Research in India which is at the most advanced stage aims at developing a vaccine 
for the hormone, human chorionic gonadotrophin (hCG). hCG is a hormone that 
begins to be produced in the uterus only after fertilisation of the egg has taken place 
and its level in the urineis in facta basis for detecting pregnancy. The testis quite simple 
and canbe carried out at home but has so far been quite expensive. In fact, it was due 
to this that the use of Rs.5 high dose EP tablets (now banned) had become prevalent. 
However, since the testis essential to test the effect of the ‘vaccine’, to assess antibody 


production and to determine the ‘vaccine’ dose, now it is going to be provided at 
affordable rates! 


Since this particular ‘vaccine’ will act only against the chemicals produced after 
conception and not against hormones involved in the menstrual cycle, menstruation, 
menstrual flow and monthly cycle might be unaffected. But as the table shows, the 
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chosen antigens for the various ‘vaccines’ under development are at times also 
hormones related to the menstrual cycle. Yet forsomereasonscientists claim that there 
are no problems with the ‘vaccine’. 


Inherent problems with an AFV 


But is this method all that problem-free? It cannot be, because at the root, the very 
concept of an AFV is such thatits problems cannotbe resolved. No scientist engaged 
in AFV research nor any other proponent of it can give any resolutions for these 
problems. We summarise a few of these problems below. 


1) Achieving an adequate level of antibody production: 


Itisno simple task to deceive the body into producing an antibody against one of its 
own natural chemicals. Itisan even more difficult task to get it to produce antibodies 
insufficient quantity to bring about effective contraception. In the second phase trials 
of the anti-hCG ‘vaccine’ onhuman subjects in India ithas been found that almost 20% 
of the women participating in the trials did not show antibody levels adequate to 
provide contraception.[58] 


2) The time taken for the ‘vaccine’ to become effective: 


After administering any vaccine the body needs some time to build up antibodies 
sufficient for it to become effective. Once antibody production has taken place, an 
effective level is maintained over a fairly extended period. After that the effectivity of 
the vaccine again drops. In the case of the anti-fertility ‘vaccine’, because of this it 
becomes necessary to use other contraceptive methods, for the period immediately after 
administration, and later 
when effectivity falls off. In 
India, during the initial trials 
it was mainly the Copper-T 
which was used, but nowa- 
daysanew contraceptive sub- 
stance which acts as a sper- 
micide made from the neem 
plant is used. Scientists are 
happily testing twomethods 
ina single trial, setting aside 
all ethical norms. 


Ideal response of an anti-fertility ‘vaccine’, 
From time A to time B and after time C the 

immune response is below the antifertility 

threshold and the ‘vaccine’ is ineffective. 
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For using an anti-fertility 
‘vaccine’, hence, it is neces- 
sary to determine the time 
when sufficient antibody pro- 
duction has taken place, so 
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that the use of the other contraceptive method may be discontinued. For example, it 

meansmaking thehCG tests mentioned earlier, more easily available to women. How 

cana method thatinherently needs the backup of another method be termed efficient? 
Andifthe women or menare willing to use another method fora short period of time 

why would they not adopt something for a longer period of time? This also in the 

context of the other problems with the AFV. 


3) Specific immune reaction: 


Itis very difficult to determine what level of antibody production would be adequate 
for contraception. The main reason for this is that the immune reaction is individual 
specific. For this reason what antibody level would be adequate, how long it would take 
to reach that level, and how longit would be maintained are matters that vary greatly 
from individual to individual. It is possible that the same ‘vaccine’ dose may bring 
about the desired reactionin some individuals, may not reach desired levels in others, 
while in some individuals the levels may be continuously maintained. Figures from 
the Indian trials bring out this variation. In 30 women the effect lasted from 6 to 11 
monthly cycles, in 24 for 12 to 17 cycles and in 13 for 18 to 27 cycles! 


Moreover, the immune reaction is also related to the general health status of an 
individual. Malnutrition, nervous tension, or illness may give rise to a temporary 
decrease in the immune reaction. Hence, even during the so called effective period it 
is possible that the effect may wear off intermittently. 


4) Reversibility: 


There is a possibility that the effect does not wear off at all. It is also possible that the 
initially produced antibody levels may fall, but on the targeted chemical being later 
produced by the body, antibodies may be generated again. In a way this means that 
there is a possibility of permanent retention of the memory of producing antibodies. 
In vaccines against disease this is often observed, but then thatis also desirable there. 
Inthis case, the same would prove disastrous to women and men whomay use the anti- 
fertility ‘vaccines’ as a short term contraceptive method. 


Somescientists try and assure us that permanent memory should notbe possible with 
- theanti-fertility ‘vaccines’ presently being developed. But the way in which contracep- 
tive research in general and AFV research in particular have been advancing, we can 
never be sure that toachieve the long term control over fertility for reasons outlined a 
different places in this book, permanent mechanisms of our immune systems would 
not be tampered with in future research on the AFV. 


5) Loss of control or irreversibility during period of action: 


The‘vaccine’ also carries thesame difficulty as the injectablehormonal contraceptives. 
Once they are administered, there is no way by which any external intervention can 
reverse their effect. If complaints develop after administration of the ‘vaccine’, nothing 
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canbe done aboutit. Relief is possible only after events run their course and antibody 
production falls. 


We wish to once again emphasise that these are not problems of the kind that would 
get ‘solved’ with better methods or more research. Somewhere these are inherent 
problems with the concept of developing immunological contraceptives i.e. the anti- 
fertility ‘vaccines’. These are aspects that cannot be delinked from the vaccine. They 
are the ‘risks’ that are bound to accompany such methods. 


And along with these problems, the most crucial question is how will it affect the 
intricate and delicate balance of the immune system. Today diseases like AIDS are 
growing in incidence. AIDSis very much related to the immune system and its action 
against body proteins. When we donothave adequate information on this fatal disease 
can we assume that our interventions to produce immune reactions against body 
chemicals and its effects are something that we truly understand? Can there be any 
assurance possible of the safety of this and such intervention? 


And yet for those engaged in research other factors seem tobe moreimportantand carry 
moremeaning. For them safety, long termand short term effects, irreversibility, etc., are 
non-issues as long as the method gets accepted by the people. And that has been one 
of themostimportant factors in favour of the anti-fertility ‘vaccine’. Itis being said that 
since vaccination is such a well known and well accepted method, the anti fertility 
‘vaccine’ will be well accepted. The State which provides contraceptives will hardly 
wantto make it clear to the users that in spite of it being called a vaccine there is world 
of difference between the anti-fertility ‘vaccine’ and the vaccines against diseases. 


Deepa Dhanraj, in her film ‘Something like a War’ shows an interaction of a doctor 
and a woman about to take part in an AFV trial. The woman who has come for the 
contraceptive has many doubts. Perhaps this new injection willalso create difficulties. 
But evenat the time of recruitment for the preliminary second phase trials, calmly and 
confidently, the doctor tells her, “No, no! nothing will happen! It has been well tried. 
You know the polio vaccine, this is just like that. You will have no difficulty.” 


One cannever fathom the basis of such confidence. Leading researcher on the vaccine, 
Dr. Talwar of the National Institute of Immunology, Delhi, says in the film, 


“There is no question ofany problem. Weare not introducing anything foreign to the 
body. What is being given is what is normally produced in the body. It is organic to 
it. There can be no problem. Also the teeka is acceptable to everyone. It can be 
administered easily even by a paramedic. Hence, this will become the most popular 
and accepted method.” 


So, the method is good because with very little effort it can be easily accepted. It will 
be popular. More than safety itis the acceptance of the method thatis important. Once 
itis accepted, people will have little control overit. In our opinion no other dimension 
but the desire to check population and achieve control over women’s fertility at all costs 
is behind these efforts. However much the scientists might claim that they are 
developing a new, innovative method to provide ‘choice’ to women, to meet their 
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needs’, ananti-fertility ‘~accine’ cannever bea method for ‘birth control’. Itisamethod 
for ‘population control’ and has to be identified as such. 


This method has no role to play in improving and strengthening the communication 
between women and men. A method that is based on the premise of treating fertility 
and the reproductive process as a disease has little to do with what women have to 
suffer. All the research aims at is to develop a method which will be sufficiently long 
acting, whose control will be in the hands of the providers, and which people can be 
made to accept. 


The challenge of the struggle 


Today, to the women’s organisations who do feel theneed fora birth control method 
and yet cannot ignore the related problems of safety and control, the anti-fertility 
‘vaccine’ posesa special challenge. It raises questions that go beyond those raised by 
our experience so far. Itis necessary to recognise and clarify these questions. They go 
beyond the issue of contraception and are questions about viewpoint, about ways of 
thinking. They are questions related to our understanding of ‘development’, of 
research, of intervention in natural and biological processes. 


To treat or speak about reproduction as a disease is itself wrong. The separation of 
reproduction and sexuality is a characteristic of the human species. Unlike humans, 
other species are sexually active only during their reproductive phase. Moreover, our 
capacity to think is responsible for our ability to control our lives. Surely we can 
understand and control our reproduction with it. 


Regarding this direction as improbable, through ways and methods which devote 
lesser and lesser attention and effort in this direction, we have today reached a point 


The anti-fertility ‘vaccine’ is a warn- 
ing. A warning about the deteriora- 
tion in the relationship between nature 
and human beings, about the attack 
now inaugurated against our own 
bodily processes, against women’s bod- 
ies and abilities to bear children, of the 
fact that the objective with which re- 
search is being carried out itself needs 
to be questioned and that the time for 
this questioning has arrived. 


where fertility is deemed a disease. This viewpoint has, 
as it were, ignored our special character — our ability to 
think. Let alone benefiting from this common character- 
isticand ability, we havenegated it completely and have 
handed over to others the control that potentially can be 
our own. Handed over control to those, who donot share 
their knowledge with others, and who believe in control- 
ling human lives, more particularly women’s lives. Hence 
they come up with methods like the AFV. 


In the development of such methods, the matter goes 
beyond the issues of the use of certain harmful chemicals 
or substances, of misuse, of malpractice, of methodology. 
Here the issue is not only that of checking population at 
allcosts, or that of [UD-like devices working away inthe 


darkness of the womb. It is also not only an issue of incomplete experiments carried 
out with wrong methods, or of the negation of our experiences and our pain. 
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The anti-fertility ‘vaccine’ is a warning. A warning about the deterioration in the 
relationship between nature and human beings, about the attack now inaugurated 
against our own bodily processes, against women’s bodies and abilities to bear 
children, of the fact that the objective with which research is being carried out itself 
needs to be questioned and that the time for this questioning has arrived. 


Women’s groups from the North as well as the South have joined hands to raise their 
voices against the anti fertility vaccine. A worldwide campaign fora halt to research 
on anti fertility vaccine has been initiated. More than 350 organisations from all over 
the world have signed the letter addressed to funders and researchers involved in the 
development of anti fertility vaccines demanding an end to this research. 


Stop Anti-fertility ''Vaccines"'! 


International Campaign Against Population Control 
and Abusive, Hazardous Contraceptives. 


Join the Campaign 


For us in India, the issue is even more urgent. Indian scientists are in the forefront of 
the anti fertility vaccine research. The Indian Government is funding a large chunk of 
it and Indian womenare already being exposed to the vaccines through unethical trials 
in which there is no infromed consent. While Indian scientists are busy claiming their 
laurels, considerable concerned opinion has been generated against anti fertility 
vaccine research. 
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Thisis the first time thata demand fora halttoall researchina particular area has been 
voiced and it is indicative of the very nature of this method of contraception.[59] 
Tampering with the delicate immune system of the body in order to achieve con- 
traception is something thatis totally unnecessary and unwanted. Weare not against 
research, or only have a critical attitude toevery new development. But we dobelieve 
that today the direction of research and the decisions about its framework rests with 
handful of scientists. Also, given the intense competition, itisnot possible for anyone 
to be above individual interests and status. 


In such a situation it becomes necessary to not only be vigilant about every new 
development but to also actively contribute towards reorienting research. The cam- 
paignhence has tried toconcentrateon both-critiquing and evaluating the claims that 
scientists continue to make and at the same time positively asserting what kind of 
research we would likein the area of contraception. The pressure has resulted ina few 
achievements but hasalso helped articulate very positively astatementon what kind 
of research weas women’s groups feel isneeded in contraceptives today. After the call 
letter asking fora halt toresearchon immunological methods, the campaign hasnow 
drafted a call for reorientation of research. (See box on next page). 


This articulation of what we want, we see as the most positive aspect of resistance. It 
is years of fighting individually and collectively the process of our need for birth control 
getting converted to ways and means of controlling our lives, ourbodies, our fertility 
by men, society, science, and scientists thathave led to this expression and understand- 
ing. Weare committed tonot only reclaiming our need as women for birth control but 
also to making society and men take their fair share of responsibility in the whole 
process of reproduction. 
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Call For Reorientation Of Contraceptive Research 


InJune of 1995,30 women representing women’s health, humanri ghts, international 
development and advocacy organisations from 14 countries metin Ottawa tomark the 
two year anniversary of the Campaign to Stop Research on Anti-Fertility “Vaccines”. 
At this meeting we reconfirmed our objection to further research on immunological 
contraceptives for reasons involving health, human rights, and ethics and reiterated 
our demand for an immediate halt to the development of these methods. Realising, 
however, thatimmunological contraceptives arejust one example ofa wholeappraoch 
to which we object, we are directing our efforts towards a complete reorientation of 
contraceptive research. 


Over the past several decades, mainstream contraceptive research has developed into 
a demographically-driven quest for highly effective, long-acting contraceptives de- 
signed mainly with poor third world womenin mind. This development results from 
the primacy of the overpopulation paradigm, and the easy availability of population 
control funding, and has in some cases led to the application of differing standards 
for the conduct of bio-medical research according to where and upon whom the 
research is conducted. The consequences of this orientation in terms of its impact on 
health and humanrights-—especially among poor women, is unacceptable. While the 
victims of research and trials are largely poor women, the consequences of such 
research are borne by all women. 


We insist that research be undertaken to investigate and bring to light the long and 
short term morbidity resulting from methods used in the service of population control 
over the last several decades. This research must actively seek out those who have been 
adversely affected by such methods and use this information to weed out methods 
found to have been used abusively and/or having hazardous effects on users. 


In order to reverse the current trend in contraceptive research, we demand a reorien- 

tation toward development of methods that: 

° Enhance women’s control over their own reproduction, recognising that 
every woman, regardless of her class and literacy level, is capable of being an 
active agent in this regard; 


° Do not interfere with natural and bodily functions and processes, and have 
minimal effect on physiological, psychological, and social health of users; 

° Provide protection from sexually transmitted diseases; 

: Do not reinforce existing power imbalances between women and men, 


between users and providers; and provide opportunities for men to fulfil their 
unmet responsibility for contraception, 
: Can be easily reversed. 


Sociological aspects of research must focus on finding effective ways of communicat- 
ing information to users such that they may fully understand the mechanisms of the 
method and how to use it appropriately. 
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We insist that contraceptive researchers turn their attention to the development of: 
. Low cost barrier methods 


° Natural methods such as lactational amenorrhoea method (LAM) and ovu- 
lation prediction 

° Natural methods which revive long practiced traditional knowledge 

e Safe and effective methods, including abortion, for use in case of rape, 


contraceptive failure, and spontaneous unprotected intercourse. 


We further insist that contraceptive research be conducted and designed only by 
agencies which are: 


: Committed to an open research process, the details of which are available to 
the public 

: Fully accountable to the public 

: Interdisciplinary in composition 

: Overseenby ethics committees whose membership includes women whoare 


critical of the current research paradigm, as wellas current and potential users 
in such numbers as to be able to play a decisive role 

: Committed tolong term follow up ofall research subjects, including detailed 
morbidity and mortality studies. 


We also insist that in every country where licensing of a particular contraceptive is 
sought, a thorough investigation into the social, cultural, and economic context be 
carried out, with special attention to the medical and health infrastructure before 
clinical trials are even considered. In no case should a new contraceptive be licensed 
without clinical trials. Such trials should be carried out by groups independent of the 
developers and others with vested financial, personal, or professional interests. Every 
woman participating in such trials must be guaranteed comprehensive healthservices 
and redress of any damages resulting fromher participation. Inno case should off label 
use of drugs/devices and procedures be tolerated. 


Nationalagencies mustbe established to collectinformation regularly and systemati- 
cally on the short and long term health status of contraceptive users. Aboveall, clinical 
trials — regardless of where they are conducted — must conform to internationally 
~ accepted conventions of biomedical research involving human subjects. We reject the 
practice of using different standards for biomedical research in different parts of the 
world, and depending on the status of the population involved. 


Finally, we would underline the fact that population stabilisation policies and 
indicators of cost-efficiency or profitmargin have no place in contraceptive research. 
Rather, we believe that, as in other research, the welfare of women and men must take 
precedence over all other considerations.[60] 
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FERTILITY AWARENESS 


Sharing and understanding : a ‘non’- method 


People become confused when we seem to reject every contraceptive method while 
insisting that contraception is our demand, our need. We have perforce had to 
concentrate upon negative aspects and have not yet been able toevolveand positively 
and clearly present our own viewpoint about the process of contraception and of men- 
women relationships. 


At the same time, working within a women’s organisation, collectively reflecting on 
these methods and developing a perspective on them we face a dilemma in respect of 
the women who have been outside this process. We have been trying to base our 
opinions and thinking on all our experiences and have been communicating our 
evolving thoughts to them. Yet, one question has been raised again and again, “That's 
all quite right, all these contraceptive methods are harmful and we should all do 
something about it. But what should I do about it here and now: which contraceptive 
method should I choose?” The question has no straightforward answer and the fact 
of not having one, began to weigh on us. 


Perhapsatsuch times the difference between ‘us’ and ‘them’ acquired more meaning, 
making more visible the inequality between us. For that reason perhaps we could not 
also talk very freely about methods that we ourselves were using. Somewhere we had 
marked ourselves off and had begun to think that for ‘us’ it was possible to use them, 
but not for others. 


We did not use the new contraceptives. We could exercise reproductive control or 
contraception on the basis of ourindependent thinking and identity and co-operation 
and understanding from our partners. Others would find it difficult todoso. We have 
social access to all that whichhelps take this kind of decision, tosee to it that our bodies 
are as little interfered with as possible, to understand and to exercise a certain degree 
of control over our lives. But this itself had generated a kind of superiority in us and 
we had begun tobelieve that people would notbe able todoso because the ‘poor things’ 
were deprived of all that we had access to. 
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And a ‘non’-method! 


Inthe course of working for this book, we met Sapna. She worked as aclerkin the family 
planning centreofagovernment hospital for women. Before working ‘for the centre she 
was quite ignorant of different contraceptive methods. Sincesheand her husband had 
themselves decided ona single child, they had to find a way to ensure that she would 
not conceive again after their daughter was born. So they decided to have sexual 
relations inamanner in which the penis would not enter the vagina. They had adopted 
what we would call ‘non-penetrative’ sex. 


We were quite struck by their experience. And overjoyed too. We knew from our 
experience how difficult it was to take and to stick to such a decision. To make it 
possible, women and menbothhavetostruggle with ideas of ‘femininity’, ‘masculin- 
ity’ and other such concepts related to sexuality and sexual interaction. Their ability 
to practice it successfully was an indication of that determination and courage which 
are necessary to doanything unconventional. Sucha course of action is possible only 
when mutual respect, understanding and support become part of the man-woman 
relationship — something that we have all been struggling for. 


On another such occasion we had been to a private clinic in a middle class locality. 
Since the doctor was a woman, most of the patients were women and children. Inthe 
course of three hours we talked with some ten women. The main objective of our 
conversation was to find out what contraceptive method they used and why, and also 
what they expected ofa contraceptive and if they wanted a change, what kind of change 
they wanted. At least three or four of them were vehement that they did not use any 
method whatsoever. However, their families seemed to be quite planned. Fewer 
children and pretty well spaced. A little more questioning brou ghtup theinformation 
that they exercised ‘control’. 


Some of them observed the date, some of them operated on hunches, but all of them 
identified certain periods during the month in which they avoided 


Medical text books do include 
‘withdrawal’ or coitus inter- 
ruptus as a valid contracep- 
tive method. Common under- 
standing however deems only 
those measures to be ‘meth- 
ods’ which physically inter- 
vene into bodily processes. 


sexual intercourse. They did exercise control over their repro- 
duction and plan their families. Yet they held that they werenot 
doing anything, were not using any ‘method’. Perhaps the 
definition of ‘doing something’ or ‘using a method’ is related 
only to the use of some drug or device. 


Such measures based only on understanding and cooperation 
are not deemed to be ‘methods’ because there is no physical 
intervention into bodily processes. Medical text books do in- 
clude the withdrawal of the penis from the vagina before ejacu- 
lation (‘withdrawal’ or coitus interruptus) as a valid contracep- 


tive method. Common understanding however deems only those measures to be 
‘methods’ which physically intervene into bodily processes. 


As itis, specialists who believe that they alone can determine how many childrena 
family should have, consider such methods (if at all they accept them as methods) 
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inadequate because it is obvious that their effectivity depends entirely on the users — 
themenand women whopractice them. Moreover, many specialists and scientists are 
trying their best to acquire full control over the reproductive cycle, to makeit possible 
for them to play god. They think of such methodsas entirely crudeand based only on 
probability since they do not guarantee total control. 


As a consequence there is very little research on such methods. The most often used 
way of determining the fertile days has been what is called as the ‘rhythm method’ — 
amethod that presumesa regular and fixed cyclenot only for eachindividual woman 
butalso for all women. Many of us have tried to practise this and realised that it does 
not work. According to thismethod,a menstrual cycle is presumed tobe of twenty eight 
days and the fertile period is said to be that from the eighth day to the eighteenth day 
of the cycle. Couples are asked to have protected intercourse during those days. The 
problem with this method is that there is tremendous variation not only from one 
woman’s menstrual cycle to the other but also in one woman’s normal cycles. Hence 
itis not possible to determine a priori the days of the cycle when the woman would be 
fertile. 


Itisimportant that there bea more person specific method for determining the woman’s 
fertility. Thereis a dearth of informationand knowledge about easy ways of ascertain- 
ing whether ona particular day awomanis fertile or not. Research whereby common 
people can easily and reliably learn to identify the days in which the probability of 
conception is high and when itis most necessary to exercise restraint does not receive 
any priority. 

These methods have been used most consciously and with the utmost determination 
by the Catholics. Christian scriptures regards the use of contraceptives as a sin. 
Besides, there is a clear understanding that the objective of sexual relations is 
reproduction. Conception is possible only when sexual intercourse takes place around 
and after the time the egg matures. Hence the aim behind trying to determine when the 
egg matures was perhapssimply to aid reproduction while restricting sexual interac- 
tion. 


Over time, however, such information began tobe used in the form of acontraceptive 
method. People’s need, and stringent abortion laws also were responsible for this 
change. However, the Catholics could never separate its practice from religious 
concepts and structures. Women whocame froma Catholic background were among 
the first to develop many methods of determining the time of egg maturation so that 
necessary precaution could be taken to prevent conception. 


That beautiful thing — the white discharge 


The most helpful in respect of such determination turned out to be the cervical white 
discharge which showsa characteristic pattern of changes during the monthly fertility 
cycle. Many years ago one of our doctor friends had asked us, “Are you familiar with 
that beautiful thing, the white discharge and its magic?” At that time we thought that 
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it must be just another of her many eccentric ideas. But the information she gave us 
helped us not only understand the menstrual cycle but also to control it. 


Later, this doctor friend and her colleagues perceived this seeming eccentricity ina 
framework of non-formal education and people’s science and began an innovative 
programme with rural women. The aim from the beginning was to awaken an 
awareness of oneself through an interaction and friendship with the body. It was 
hoped that this would eventually help also to develop an awareness of one’s 
surroundings. Itproved tobea pretty difficult task, and though the project was called 
a fertility awareness programme from the beginning, itbecame so only after continu- 
ous effort over anumber of years. In their own words, 


“Initially we did not include in the programme those women who had undergone 
tubectomies. But this led to very interesting development. This happened during 
regional workshops when we saw that even though many participants had undergone 
tubectomies or their husbands had undergone vasectomies, they were nevertheless 
keen on participating. Besides they now had more time since they did not have very 
young children to look after. Some of them began tokeep fertility charts regularly. This 
also included a semi-literate woman who later became part of our field team. 


“In January 1989, when we started in full swing the work of keeping charts, women 
began to be much more interested, especially when they saw illiterate women filling 
charts with pictorial symbols. We think that women look at this as a process which 
enabled them to understand the menstrual cycle (which otherwise remains a complete 
mystery) and so even the women who had undergone tubectomies were keen on 
observation and keeping charts. Suddenly we realised that the women themselves had 
broken out of the restrictions of the framework of ‘family planning’ and had widened 
iis scope and transformed it into a ‘people's science programme’ ” [61] 


Indeed, our whole search for anideal contraceptive is motivated towards expanding 
the limited scope of family planning. Being able to plan one’s family through 
contraception, being able to decide when one wants a child is but a part of something 
larger. Whatis also expected froma contraceptive method is that itshould be helpful 
to bring about awareness of ourselves and our bodies and help strengthen ourmutual 
relationship with our sexual partners. 


Itshould perhaps be realised that there canbe no final and foolproof identification of 
acertain time whensexual intercourse will not result in conception. If we believe that. 
our reproductive powerisacomplex process affected by anumber of interacting causes 
we must also then accept that there is something fundamentally wrong with the 
expectation and thesearch of identifying a single indicator which would help identify 
our fertile days througha sure shot, one time method. 


We would like toshare our experiences of acombined method that we have collectively 
evolved. We would like to emphasise that instead of circumscribing this ‘awareness’ 
by naming it as a method of family planning or of contraception, even as a so-called 
natural family planning method, we wish to widen its scope and treat itas a method 
of relating to oneself, of understanding oneself. No doubt, whatever ability it confers 
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on us of controlling our fertility would be one of its dimensions but the main 
characteristic of this awareness of fertility isan enhancement ofour relationship with 
our own bodies and with other people. 


Adopting the beautiful method 


At this point we may recall our earlier description of the menstrual cycle. A host of 
invisible internal transformations take place during the cycle and many of the effects 
they have canbeseenand experienced by us. They help usinidentifying where we are 
placed in the entire cycle of events. 


The dimensions that have been identified for observationas part of the method areas 
follows: 


s Changing consistency of the white discharge; 
1" Changing position of the cervix which can be determined by touch; 
: Changes in body temperature. 


i) Observing changes in the white discharge 


The changing levels of hormones in the course of the menstrual cycle affect thenature 
of cervical secretions. Changes in these secretions help us identify the period of egg 
maturation. The presence of this discharge, its extent and nature give us clues to 
whether the egg has matured or not. 


The white discharge is watery, transparentand in greater quantity when the probabil- 
ity of conception is high. The sperm find it easier to travel through the vagina to the 
uterus and the fallopian tubes when the discharge is watery. When the egg has not 
matured the discharge is either absent or is quite thick, which obstructs the entry of the 
sperm. Observation of the white discharge does not give us the exact time of egg 
maturation but does give us a broad indication of it. 


These changes are of course different for every woman, and even for an individual 
woman, the cycleisnot uniform. Therefore, itis difficult tosay what would be the case 
‘onanaverage’, but the following stages of transformationare held to follow each other. 


We begin with the menstrual period with bleeding for3 to5 days. Forsome time after 
this there are no secretions giving a dry feeling in the vagina. After the dry period we 
have the appearance of a thick, sticky discharge which slowly and progressively 
undergoes transformation intoa slippery, stretchy form. This is an indication of anegg 
about to be released into the tube. After maturation of the egg, a much more watery, 
transparent, stretchy discharge is seen. During these days and a few days after this, 
the possibility of conception is quite high. 


After this thenature of white discharge once again undergoes a change. It becomes drier 
and thicker and once again there is a dry feeling in the vagina. With the start of the next 
menstruation, a cycle is completed. 
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Different types of white discharge 
Changing nature of white discharge as felt by the hand 
and when seen through a microscope 


Thick, sticky, white Slightly slippery, Watery, transparent, 
discharge stretchy discharge stretchy discharge 
Totally blocking the A little resistance to Helps the movement of 
passage of the sperm. the sperm. the sperm. 


Broadly, thisis the cycle, but at thesame time thisinformationis rather incomplete.On 
the basis of studies so far, it is not possible to identify whether the change to a thin, 
transparent discharge takes place exactly at the time of maturation of an egg or just 
before or just after. It has certainly been observed that the two processes go hand in 
hand. Because of the ambiguity it would therefore not be sufficient to rely on this 
observation alone. Hence, even if the observation of white discharge is easiest and 
uncomplicated, itneeds to be supplemented by other observations. 
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ii) Inspection of the cervix 


The changing hormonal levels also affect the cervical tissue, which result in changes 
in the position, the surfaceand thenature of the opening of the cervix whichcanbe felt. 
The cervix is the mouth of the uterus and the sperm have to pass through the cervical 
opening on their way to the uterus. 


If we make friends with our bodies, we can learn to feel the cervix by inserting a finger 
into the vagina. To be able to insert a finger into the vagina, and deep enough to feel 
the cervix is not easy at first. But once we prepare ourselves for it, and shed our 
inhibitions, it is not too difficult to be able to inspect the cervix. 


In fact, that such changes do take place has become known only because of women’s 
own observations of their bodies. Doctor Kief, who was teaching some women how to 
carry out family planning through inspection of the white discharge, was forced tolook 
into the matter by the experiences reported by the women. He had advised the women 
toinsert a finger into the vagina and inspect the discharge from the cervix in case they 
did not have any external discharge. In the process, many women observed that they 
werenotable to touch the cervix onall days of the month, orhad great difficulty in doing 
so because the cervix seemed to have retracted a little. On giving sufficient attention 
to such observations, it was found that this too is a cyclical variation in the course of 
the menstrual cycle and could be useful in determining the maturation of the egg. 


Whenestrogen levels rise, the tissues tighten somewhatand for this reason, the cervix 
retracts upwards and away. This change is so palpable that often the cervix cannotbe 
reached by inserting a finger into the vagina. Similarly there are changes in its surface. 
The cervix is pretty soft and smooth to the touch, but as the egg matures it feels even 
more soft and smooth. Similarly in this portion of the cycle, the cervical opening widens 
to make for easier passage of the sperm. 


When the egg is released, estrogen levels fall and progesterone levels rise, bringing 
about further changes. Cervical tissue loses its tightness, cervical retraction lessens 
and the cervix can once again be easily touched. It becomes less soft and the cervical 
opening narrows.Sometimes the opening is so completely blocked by the thick, sticky 
secretion during this period as to virtually completely block the passage of sperm. 


iii) Temperature variations 


After the egg has matured and is released from the follicle, the residual portion of the 
follicle makes progesterone. As the progesterone level in the body increases the 
temperature of the body increases somewhat. Hence if we regularly monitor body 
temperature over the entire menstrual cycle we find that somewhere midway the 
temperature rises suddenly by between 0.5 to 1 degree centigrade and as long as 
progesterone levels are high in the body, the higher temperature is maintained. It falls 
by the beginning of thenext menstrual cycle. If the rise in temperature is well defined, 
that is, the rise is maintained continuously over three consecutive days, thenit can be 
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conclusively said that egg has matured and also disintegrated and there is no risk of 
conception. 


So the method reduces itself to monitoring body temperature ata fixed time of day. It 
is best to choose a fixed time of day because there are fluctuations in body temperature 
over the day. For example, body temperature tends to be higher in the evenings than 
in the mornings. Here we have shown one such chart. It shows that after a few days 
the temperature rises and remainsat the higher level up to thenext menstrual period. 
From the time the rise is well defined, thatis, when it has remained steady at the higher 
temperature for three consecutive days, it can definitely be said that conception isnot 
possible up to thenext menstrual period or up to the next maturation of the egg in the 
body. 


The combined observation of all these changes gives us a fairly good measure of the 
possibility of conception during the menstrual cycle. There are three main periods in 
this respect and they can be summarised as in the table given next. 
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1) The menstrual period and immediately after it: Hardly any possibility of 
conception 


Temperature: Low 

White discharge : Feeling of dryness. 

Cervix : Opening narrow, near to touch, soft 

Period : The period varies a good deal. From few days to few weeks. 
Sometimes months. 


2) Period of maturation of the egg: highest probability of conception 
Temperature: Rising 
White discharge : Sticky, white discharge slowly turns watery, thin 
and transparent and turns back into sticky white discharge, 
sometimes ceasing altogether. 
Cervix : Opening wider, retracted, not close to touch, much softer. 
Period : mostly seven to eleven days, though this may vary. 


3) After maturation of the egg: Low probability of conception. 

Temperature: Higher 
ite di : Sometimes thick, sticky discharge but usually 
feeling of dryness 

Cervix : Opening narrow, near to touch, less soft 

Period: This period seems tobe constant forall women despite other 
variations. For almost 90% of the women it ranges from ten to 
fifteen days. 


Understanding one’s individuality 


Besides these three main factors, there are other individual symptoms that one may 
learn toidentify. This process of knowing and making friends with our bodies involves 
a fuller understanding of oneself, of knowing the individual traits of one’s body and 
also of learning to accept its limits and its drawbacks. In this effort many women have 
been able toidentify what and how they feel at the time of ovulation. By keeping all this 
kind of information in mind, they have been able to recognise firmly the period of 
ovulation, egg maturation and high possibility of conception. 


Some women have a feeling of pain in the ovarian region, to the extent that some can 
identify which ovary has released the egg. Besides, many have identified for them- 
selves, among other things: some degree of bloatedness; lack of sleep; eruption of 
pimples or rash; coldness in the hands and feet (perhapsa result of rising temperature), 
change in mood and behaviour (often associa ted with hormonal changes); bleeding 
from the gum; oiliness of hair;a little spotting with the discharge; a little heaviness or 
slight pain in the vaginal region; tenderness in the breasts; etc. 
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This does not imply that every woman experiences all these symptoms, nor that all 
experiencecommonsymptoms. In fact, many suchsymptoms may beentirely contra- 
dictory. How herbody will react to the chemical transformations taking place depends 
on every individual woman and her surroundings. The ability to recognise these 
changes depends very much on how we relate to our bodies. 


Drawing all these threads together: this isa subjectivemethod of contraception, oreven 
better, of understanding one’s fertility. A method that does not require any external 
technique or system but does need very strongly a desire to relate to oneself, to 
understand oneself and to take up an active role in this relationship. This method 
which relies so much on subjective feeling and experienceis often subsumed under the 
category of ‘no method being used’ and due to lack of a fuller understanding and 
information, receivesno recognition. A method whose effectivity is dependentnoton 
any external thing but on oneself, on mutual respect and understanding between 
persons in a relationship. 


Thereareno’ill-effects’ of this method. Except that fromanarrow outlook, thestrength 
that women gain and the autonomy that couples get in respect of their reproduction, 
may become a threat, an ill-effect. But for those who look at reproduction with a 
comprehensive and holistic attitude it proves to beanefficient and effective method. 
Itis obvious that tobe able to adopt this method itrequires us to work forit, to take up 
anactiverole, just as to be able toachieveand maintain autonomy we have tostruggle. 
Moreover, there are anumber of other difficulties in learning this method and being 
able to implement it. We wish to put forward these issues very clearly. 


At the outset we affirm that it is possible to cope with these difficulties, struggle and 
overcome them. Ifwe intend using this process for birth control, itisnecessary toaccept 
that it is not possible to pin down exactly the time of maturation of the egg. What we 
get remains a good but broad estimate of the days when conception has high 
probability, and using that knowledge wecan avoid intercourse during those days on 
the basis of a mutual dialogue with our partners. 


Difficulties in learning 


The very first difficulty concerns looking at and closely observing our own bodies 
which we generally look at through others’ eyes. To look at our body inits own right 
is entirely new. Moreover, itrequiressome preparation tobe able to believe thatwomen, 
usually considered stupid, are capable of recognising and understanding these 
things. To acquire the confidence in one’s own powers of observation and analysisis 
part and parcel of the process of learning, and in a sense, presents itself as a problem. 


Besides, for us women, for whom menstruation is associated with dirt, pollution and 
difficulty, it is a long way indeed to come to experience the strength of this process. 
Hitherto, the only important dimension of theentire reproductive cycle was menstrua- 


tion. Instead of concentrating only on that, acquiring an understanding of the whole 
cycle is indeed a different task. 
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Even more problematicis the fact that we keep our body covered all the time. Its beauty 
has always been held to be in its external features, ornamentation and make up. 
Especially so in respect of the vagina and its surrounding area, which has to kept out 
of our own sight because we ourselves have thought of it as dirty and revolting. It is 
never part of our concept ofa beautiful body. Ignorant of its make up, our socialisation 
forbids us toeven touchit. Wearesoalienated from this partof ourselves thateven when 
all facilities are at hand, we do not give it adequate attention even for its hygiene. 
Observing cervical discharge is a long, long way off. We are mentally prepared only 
for ‘our own man’s’ penis entering the vagina. The very idea of inserting a finger into 
it for observation, even our own finger, is something that sets off a reaction of shocked 
anger. 


If I can estimate the dough, 
knead it, roll the chapati, and 
roast it, all simultaneously, 
while also attending to other 
chores in the house, why can I 
not learn how to examine the 
white discharge and learn about 
my fertility? 


Bred in this social environment, when we begin to talk about fertility awareness or to 
relate comprehensively to our menstrual cycles, we have tocross many such barriers. 
Weare forced to get rid of centuries old, deep rooted prejudices and attitudes. Indeed, 
the first struggle in this process is with our ownselves, toremove the barriers of belief 
which so effectively alienate us from our selves and our bodies. 


Becoming aware of, learning about and being able to recognise ourselves in this process 
is not a simple task. This skill is acquired only after repeated efforts. The secretions 
produced by our bodies during intercourse and the semen, both interfere with 
identifying the nature of the cervical discharge. It is only continuous observation 
which can help us determine which discharge is related to reproduction or which 
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feeling of wetnessis due to changes inthereproductivecycleand whichis due tosexual 
arousal and intercourse. Which type of discharge signals a possibility of conception 
and which does not, is also something that has to be learnt. 


Symptoms which tell us about the state of our reproductive cycle may alsoat times be 
symptoms of other things. As it is, mental and physical tension affect the hormonal 
levels in thebody and may affect the menstrual cycleand its regularity. Irregular cycles 
may bring about changes in the pattern of secretions which make it difficult to draw 
conclusions. Weakness, malnutrition and certain diseases may lead to vaginal 


secretions which too may interfere in determining the changing pattern of the dis- 
charge. 


Ithas been found that many of women’s complaints are related to white discharge, a 
very common complaint. Certain diseases do lead to an increase in white discharge, 
butin many other casesithas been found thateven though thereisnoillnessindicated, 
womenare scared of itbecause of prevalent social beliefs. The most importantreason 
for this is that in popular belief such complaints are related to promiscuity. It canalso 
be one of the symptoms of some of the sexually transmitted diseases, which are 
popularly called gupt rog (literally, secret diseases). Because of the secrecy which 
surrounds these diseases we all acquire incomplete information and misconceptions 
about them. Social conditions around us are such that when the matter is serious 
enough, proper treatmentis often lacking because adequate information is not given, 
while because of the absence of proper check ups for thesame reason, minor complaints 
often become haunting spectres leading to considerable distress. 


The issue is not limited only to being able to recognise the secretions in the course of 

_ the menstrual cycle. Implicitin the processisa challenge to accepted social beliefs and 
a different kind of relationship with our fertility.Several women’s 
organisations taken up fertility awareness with this perspective. 
recognise the secretions in In these programmes this knowledge about the probability of 
conception changing over the menstrual cyclehas been used both 


the course of th eid trual fo. not having children, as well as in helping to have children. 
cycle. Implicit in the 


process is a challenge to In the Samudayik Swasthya Karyakram, a health programme in 
accepted social beliefs and Delhi, it was very clearly established that by using these methods, 
3 different kind of relation- and determining the favourable period for conception, many 
ship with our fertility. childless couples were able tohave children.[62] Inthe same way, 
the technique also helped people who were looking for ways of 
birthcontrol.With this wecome to the other important aspectrelated toit— that of sexual 

relations between women and men. 


The issue is not limited 
only to being able to 


It is commonly held that it is impossible to have sexual relations in this regulated 
manner. That one should have relations only on certain days and not on others is seen 
as an obstacle to spontaneous sexual relations and it is generally believed to be 
unacceptable. In any case these difficulties only arise if we grant a mutual respect, a 
mutual dialogue in the man-woman relationship. In such situations, the difficulty is 
mainly of regulation, of loss of spontaneity. 


Fertility Awareness 197 


The other, more common difficulty is the absence of mutual dialogue or respectin the 
relationship — a situation where the woman wants toand often does exercise restraint, 
where contraception is of overriding importance for the woman, but the man is not 
prepared toacceptit. Whenamandoesnotevenhave respect forthe woman whorelates 
to him, recognising her independence is a long way off. These are situations and 
relationships where the man will not tolerate any restraint on his desire, and indeed 
may see such an effort as a direct attack on his manhood, where he expects only one 
thing from the woman and where he considers himself free from all responsibility of 
consequences. 


Whether one calls ita misfortune or the result of social conditions, today women have 
nocontrol over their bodies. To gain that and to createanew dimension of man-woman 


relationships is part of ourstruggle. And so thestory ofevery 
one of the Sapnas and their partners who practice non- 
penetrative sex becomes important. The experiences of all 
those persons who could ‘control’ themselves, who adopted 
different methods on theirown-they become important. The 
experiences of all those who because of their political belief in 
fertility awareness want to adopt such methods, learn them 
and wanttocollectively evolvea perspective by treating them 
as an important dimension — they too become important. 


Also important become all those struggles waged by thou- 
sands of women with men, their partners, in order to acquire 


Lack of space and privacy, having 
to live apart because of work — 
there are so many occasions and 
situations in which men and 
women are forced to exercise re- 
straint. Why then should there be 
such a hullabaloo about exercising 
restraint for those few days in 
view of the needs of one’s bodies, 
one’s relationship and oneself? 


some control over their reproduction, however bizarre their 

measures may seem to us. At times in the name of god and occasions of fasting and 
religious undertakings, at times by pinching the childrenso they would wake upand 
cry! Their own unique solutions to their own situations. 


Asitis, there are many religious occasions, festivals, taboos, fasts, due to which many 
days and evensome monthsare such that man-woman sexual relations are proscribed; 
when in the name of god and for fear of society they donot even dare touch each other. 
Many women sit apart during their menstrual period when no one, leave alone the 
husband, can even touch them. Nowhere in society, even after marriage takes place, 
is sexual intercourse allowed freely as and when one pleases. Even if it is permitted, 
itis not always possible because of lack of adequate facility. Lack of space and privacy, 
having to live apart because of work - there are so many occasions and situations in 
which men and women are forced to exercise restraint. Why then is it considered so 
difficult tobe able to exercise restraint out of respect for one another, out of mutual need? 
Why is there such a hullabaloo about exercising restraint for those few days in view 
of the needs of one’s bodies, one’s relationship and oneself? 


It is the mechanical age which is partly responsible because it has created the 
expectation of effortless fulfillment of need. Pop a pill, and no other effort is needed. 
Insert a Copper-T or animplant and you are free for several years. No responsibility 
of learning anything, or taking action everyday. Providers of contraceptives, anyway 
hold us to be irresponsible, and use this very philosophy to popularise methods in 
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which the people’s — the users’ — responsibility and participation will be as little as 
possible. 


Moreover, there isa one-sided perspective prevalent about the issue. Contraception is 
needed because childrenshould notbeborn. Women’sbodiesare held responsible for 
conception and one way or the other they are made the target for all contraceptive 
intervention. The frameworkis such thatitisnot thou ghtnecessary tobring aboutany 
change in the act of sexual intercourse, which is actually the cause of conception. 


It is as if by making conception the responsibility of women’s bodies, the process of 
penetration of the vagina by the penisis freed ofall responsibility. Why is this so? Why 
are sexual relations between a man and woman directly identified with penetration 
by the penis? These questions do not have simple answers because behind them lie 
centuries of customs, rites and socialisation which are based on the balance of power 
between menand women. Whateverbe the reason, itis clear thatevery attemptis made 
to direct the responsibility of conception away from penetrative sexual intercourse. 
None theless, thereare peopleattempting toevolvea different understanding and have 
at the personal level also been successful in practicing it to a certain degree. 


Beyond established boundaries 


“We got to know each other through talking. Slowly friendship developed into 

intimacy and took the form ofa special relationship. The next natural step was to get 
to know each other's bodies better and in the process, one’s own body too. Ihad never 
seenany man’s body from this close. The first reaction at the size of the erect penis was 
one of tenor. God, how can this long, fat thing get inside me? But then slowly as we 
conversed through our bodies, we came to where we should do what generally menand 
women are supposed to do. 


“I did try but meand my body just refused to co-operate. Especially my body. The flood 
of pain and stickiness that engulfed me in those attempts made me think of ‘the few 
drops of semen’ and I kept getting angrier and worried inside myself. We could not 
talk about it openly with each other. We kept trying hard because every futileattempt 
seemed to challenge within usall our ideas of manhood and womanhood. We were both 
very disturbed. Up to that point, our dialogue was complete in itself, we were able to 
talk to each other. But now this bug — of doing what everyone else did, of trying to fit 
perfectly into the mould prescribed by social values — was eating away at us. 


“I was entering anew world of ideas. I had the support needed to talk about my new 
experiments in sexuality, to think about new things and toliveanew life because there 
were many people around me who were trying things out and were also ready to talk 
about it. In this respect he was alone. Healso carried much of the burden of his manhood. 
Thad already refused many so called aspects of womanhood. But both ofus were facing 


indirect pressure, and so one day we decided that come what may, we will finish the 
whole business. 
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“In spite of being fully prepared, in spite of caring about each other's bodies and 
feelings, the pain and the whole pressure of the situation, hardened my resolve. It 
became clear to both of us that there was no need to disrupt a perfect relationship at 
this altar. How could one person enjoy a process that caused such pain for the other? 
We did not need that kind of sex. And we had already decided not to have a child. 


“It wasn't as if we decided once for all and that was that. It was very painful. Am I 
demanding too much for my own convenience? Am I exaggerating the pain? Are we 
missing out on much of the pleasure? But apart from these questions there was also 
the satisfaction of being able to swim against the current, theability to understandand 
support each other —it made our relationship stronger, our understanding deeper. We 
were able to go beyond sex as a relation between the penis and the vagina and link it 
to the body as a whole, able to make a new identity for ourselves.” 


“Tt was 8 March, International women’s day and we were having a small party at 

someone’s house. a few of us were talking amongst ourselves. The others didn’t like 
it very much, but then the talk had turned so intimate, no one really moved away. We 
were talking about our sexual experiences when someone said firmly and with 
conviction, ‘We make babies only if the penis penetrates us. Ifwe don’t want children 
all we have to dois stop the penetration. That's what I believeand that’s what I practice.’ 
The simplicity of what she had said touched me and also gave mestrengthand satisfied 
me ina way. 


“Fora few years, we, my partner and me, too had adopted this method, in which there 
was no fear of conception or ofabortion. But in a way the decision was mine, and I used 
to feel it was imposed on my husband. I had always believed that all decisions about 
sexual relations should be left to the woman and that she has a right to them. 
Nevertheless, I used to carry a feeling of guilt that it was not quite fair to my husband. 
That he was being denied what he desired. The way my friend put the matter it was 
not a matter of selfishness. And that straight, simple, philosophical remark gave me 


the strength to deal with my own contradictions.” 


“AS for your questions regarding my relationship with Tim, Ican tell you it hasn’t 

been easy or obvious for either of us. It isn’t, you see, a question of his ‘giving up’ his 
sexual pleasure in a sacrificial sort of way — not at all. We discussed the politics of 
penetration over a long period and came to the conclusion that it was invasive and 
dominating over the woman simply because it cannot yet be freed from the cultural 
image it carried for us all — that for the man to get it up and get it in is a ‘real’ fuck, 
and any other sort of sexual sharing is somehow beside the point. 


“The only time such action is actually necessary is when two people intend to 
reproduce. The Churchand other instruments of patriarchy have always said that the 
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only purpose for sex was procreation — and that means first of all that the woman’s 
pleasure is immaterial, since you don’t have to have an orgasm in order to become 
pregnant. Secondly, it means that there is no other possible reason for mating, which 
cuts out all forms of polygamy and all homosexual partnerships. The whole sexual 
hierarchy is derived from the cultural input of that particular image. All else flows 
from it — the passivity of the female, the ‘rights’ of the male, including his ‘property’ 
rights, the potential for rape, the supremacy of the male sex over the female sex in al l 
other things outside the bedroom and so on. 


“So Timand Lagreed that the only way we could ever begin to havearelationship which 
had a chance of being equally balanced would be to begin as sexual equals. Without 
penetration we have more chance of starting fromanautonomous baseand we can both 
begin without preconditioned expectations of what is going to happen and why. A 
man, after all, does not need a woman's vagina in order to have an orgasm. So why 
should he think that he does? Isn’t it that he has been taught to expect it? And isn’t 
it that the woman has been taught that he will expect it?”[63] 


Our reasons for presenting these views and experiences here arenot those of negating 
other kinds of experiences. Others may have had very different experiences. Many may 
be deriving pleasure from penetrative (or enclosing as maybe it should be called) 
intercourse. But we feel that that kind of intercourse is already socially accepted. We 
do want to challenge the conditioning which treats it as the sole valid form of sexual 
relation between women and men. We think it is equally important to present an 
alternative viewpoint, to get social acceptability for other valid relations and toattempt 
to make them part of the mainstream. 


In sexual relations between women and men, society today places excessive, unnec- 
essary emphasis on penetrative sex. Asa consequencea potentially multidimensional 
relationship has become extremely restricted. Alongside, ithas resulted in restricting 
our relationship with ourselves, our bodies and our sexuality. Wehavenever explored 
all its dimensions and as a consequence we have had a lack of awareness of fertility. 


And moreover, because of this narrow perspective we are today negating those 
methods of fertility control which we can ourselves regulate and bring into use on our 
own. Our understanding, our values and our customs we do receive from society. In 
treating them as incontrovertible and unchangeable, we are handing over our bodies, 
our relationships, our fundamental rights, indeed our very lives, to technology and its 
providers. It should be obvious that they would be last to raise these issues. 


Finally, along with opposing different policies and techniques, itis our ownneed and 
responsibility to take positive steps which will not only affirm us, but will also 
strengthen our struggles and inspire more and more people tojoin together. Andsowe 
believe that varied personal expressions, sharing of personal experience in small 
groups, as well as fertility awareness programmes taken up with a political under- 
standing, in tandem with campaigns, not only help us understand and sharpen our 


analysis of reproduction but are also the basis on which we can in the future build a 
society based on equality. 
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ARTIFICIAL INSEMINATION 


From syringe to sperm bank 


The difficulties faced in adopting contraceptive methods pale into insignificance in 
comparison with the difficulties faced in waging a technological battle against 
conditions of infertility. It raises sharply, first of all, the question of the meaning and 
importance attached to having ‘one’s own’ child. Only after tackling such questions 
can we proceed toaconsideration of which technique should be employed. The matter 
is further complicated by the social context within which technology emerges. Avail- 
able techniques often provide new bridgeheads for renewing social/non-social 
divisions and categories as these facilities are made available mostly to people who 
conform to those established social mores and values. 


An excellent example is provided by artificial insemination methods — these are 
methods that tackle situations in which the woman’s body is fully capable of bearing 
a child, but the man’s contribution is inadequate or absent. 


When does artificial insemination become necessary? 


When a woman’s body regularly produces the egg and is fully capable of accepting 
and nurturing a foetus, conception requires fertilisation by amature, motilesperm.So, 
artificial insemination is a method which becomes necessary in a condition where 
such sperm do not become available in the natural course, that is sexual intercourse 
with aman-—during which the penis enters the woman’s vagina and leavesits sperm. 
Though thousands of sperm enter the woman’s body during each such act, only a few 
succeed in reaching the fallopian tubes and finally only oneis necessary for fertilisation. 


The first condition where artificial insemination becomes necessary is that in which 
a woman desires toconceive and beara child, but without sexual relations witha man. 
This includes women who have no sexual relations with men, but who nevertheless 
want to bear children. It is obvious that having rejected ‘natural’ insemination they 
would desire ‘artificial’ insemination. 
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IN MEN: 
WHAT CAN GO WRONG 


Male partners are responsible for 30% of infertility prob- 
lems. Low sperm count, blockages and other impairments, 
and sexual dysfunction such as impotence contribute to it. 


Prostate: 
infection 
Epididymis: 
blockage, infection 


Before turning to technology for solutions, itisnecessary to first understand the causes for male 
infertility. The causes are mainly of two kinds -- low or no sperm production and improper 
delivery ofsperm. 


Sperm production could get affected 


Genetic reasons 

Testicles that do not descend at 
the right time and result in be 
ing ata higher temperature 
thus affecting sperm produc 
tion 

Infections 

Wearing tight underwear espe 
cially if they are made of artifi 
cial fibres 

Sexually transmitted diseases 
Hormonal imbalance 
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Vas deferens: 
inflammation, 
blockage, infection, 
varicose veins, 
vasectomy 


Penis: 

lack of erection (and 
thus ejaculation), 
retrogade ejaculation 
Urethra: 

blockage, infection 


Testicles: 

low sperm produc- 
tion, congenital 
abnormality, unde- 
scended, heat factor 


Improper delivery of sperm could be 

due to: 

° Blockage in the vas deferens, 
the epididymis, or the urethra. 
The blockage could be due toan 
accident, an operation, or infec 


tions. 

° Lack of erection of the penis 

: Premature ejaculation 

° Inability to ejaculate at all 

- Some problem with the shape of 
the penis 

. Anti-sperm atmosphere in the 


vagina 
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Women who have hetero-sexual relationships may desire to adoptartificial methods 
incertain conditions. Ifthe man’s semen doesnotcontainsperm, thatis when theman’s 
body is incapable of producing sperm, it is obvious that in spite of sexual intercourse 
there will be no conception. These women cannot bear children from the man with 
whom they havesexual intercourse. Insuch conditions, they would have to conceive 
by some other man’s sperm. 


The third condition is that in which the man’s body does produce sperm butnotin the 
requisite quantities, or his sperm are not capable of reaching and fertilising the egg. 
Attempts are made insuchsituations to help thesame sperm reach and fertilise the egg 
by artificial means. 


Every such condition in which the sperm cannot reach the egg in the ‘natural’ course 
of events, offers an opportunity for the use of artificial insemination methods. If any 
infertility is being treated throughit, itis the man’s infertility. The firstrequirement for 
this method is therefore that the woman be bodily and mentally prepared for and 
capable of conception; and that the sperm used for the fertilisation be capable of 
fertilisation. 


What really is the method? 


As we have already seen, when the egg matures regularly in our bodies, our vagina, 
cervix and the uterus are all prepared for accepting the sperm and nurturing the 
fertilised egg. If we have sexual intercourse witha man during this period, chances of 
conception are high. It is obvious that artificial insemination is also carried out when 
all these conditions hold and the woman’s body is favourably prepared for conception. 
Observation of the white discharge and moni- 
toring of temperature can help us determine if 
our bodies are in this state of preparedness. 
Artificial insemination is introduction of the 
sperm into the vagina at this time through a 
syringe, instead of through the penis. 


The method is therefore quite easy and very 
often we may be able to use it without help 
from the doctor. At the time our body isin full 
preparedness, lying on one’s back with the 
hips a little raised, the sperm may be intro- 
duced. Ithelps the process of conception if we 
take the additional precaution of lying in the 
same position for about half an hour. Techni- 
cally, that is all that there is to it. However, 
identifying the state of preparedness is not 
easy and so there are chances of ‘failure’ asin 
the case of any intercourse. 


Insertion of the sperm with the help of a syringe 
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If the chances and the procedure are as good or bad as ‘natural’ insemination where 
does the complication lie? In fact, most complications associated with this procedure 
are social and they relate to where thesperm willcome from, who will provideit, and 
which woman should get it. Technically, itis not even difficult to obtain sperm. Any 
mancapable of producing fertile and mature sperm can, atany point of time, provide 
sperm by masturbation. Men haveno complications of monthly cycles and like. The 
complicationsare only due tosociety, social values and norms. So we shallhave toask 
some basic social questions. 


i) Which woman may become a mother? 


All women differ fundamentally from men in that they are capable of becoming 
mothers. It is this ability, this process that today defines women in distinction from 
men. It is also somewhere the question of control over this ability that all women as 
a group are facing every kind of discrimination. It is because of this also that 
motherhood is considered to be a most befitting role for women. 


Within the social system as it stands today, however, not every woman can become 
a mother. Motherhood is deemed necessary and desirable only for those who are 
‘happily’ married and live with their husbands. For such women, for maintaining 
their identity as women, itis even imperative that they become mothers, becauseifthey 
do not, all hell would break loose and they may even be deprived of their status as 
wives. Atsuchatime the possibility that the problem mightbe in the husband’s body 
isnotevenconsidered. The womanaloneis blamed and held responsible fornot being 
able to take forward the husband’s ‘family line’. 


At the same time any woman wanting to become a mother outside of the institution 
of marriage is equally harassed and troubled. Motherhood is only acceptable within 
marriage. There not being a mother can invite a lot of trouble, much in the same way 
that becoming a mother outside of marriage might. 


ii) Whose sperm can it be? 


Ina social structure where motherhood is acceptable only within marriage, it is only 
the sperm of the husband that can legitimately be used for conception. The determi- 
nation of paternity somewhere forms the basis of the institution of marriage. A 
woman’s role in reproduction has always been obvious and has never required a 
social institution to identify it. But ever since the role of men in reproduction came to 
be recognised, the sperm acquired importance. Going further, in the monogamous 
family, the husband’s sperm became of primeimportance. The entire social structure 
so organised itself that patrilineality could be established and maintained. 


The implicit challenge in artificial insemination 


Ideally, artificial insemination has the potential to give womenadequate opportunity 
of control. The technique isso simple that, witha little caution, almostany womancan 
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use it. This itself is an implicit challenge for patriarchy. With this method, to become 
amother,a womannolongerneed havea husband, nolongerneed be married andno 
longerneed have sexual intercourse with men. And hence, thismethod has quitesome 
subversive potential. Though artificial insemination methods, the sperm itself be- 
comes subversive. Itcan become an instrument to challenge the basic social structure 
and patriarchal heritage. 


But is it possible? Without changing the social structure, has any technique ever 
brought about a change in the social system? Social problems cannot be solved by 
technology. What happens is that mechanisms are evolved which begin to regulate 
and use the technology ina manner which reinforces social practices and values. The 
techniques are so articulated that it becomes well nigh impossible to use them as 
subversive instruments. Artificial insemination methods show us how these factors 
operate. 


This technique which has been recognised for over a century, had always been used 
secretly. If a married couple could not have children because of the inability of the 
husband’s sperm tohelp conception, some other sperm was used for conception. But 
ithad tobe done secretly,soas to preserve the notions of the husband’s manhood, his 
virility and ‘his’ blood lineage. Not only has it been kept secret from close family 
members, it has often been kept secret from the husband himself. 


Often the women, worn outby constant vilification and humiliation for the condition 
of ‘childlessness’, approached the doctors for ‘treatment’ of this condition. In the very 
beginning, often the woman herself was unaware of what had transpired. Artificial 
insemination was carried out under anaesthesia with sperm being donated by the 
doctors or medical students. The woman placed her trust in the doctors and placed her 
body at their disposal, in the same way that she often in the past (and even today) 
approached sadhus, fakirs and traditional medicine men. 


The Costs 


The costs for artificial insemination as for all other methods for infertility 
management are not standardised and vary from clinic to clinic. 


On an average in a city like Bombay, the cost for the entire treatment cycle 
when using fresh sperm from the partner is about Rs. 1,000 to Rs. 3,000. If 


drugs are used for inducing superovulation to ensure conception, the costs 
can go up to Rs. 10,000 per cycle. 


When insemination is done using frozen sperm, the costs per cycle are 
about Rs. 3,000 to Rs. 5,000. The chances of using drugs for superovulation 
must be higher in this case because of the special situation of using frozen 
sperm from a sperm bank and hence the costs escalate considerably. [65] 
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Conditions have changed somewhat. It is no longer necessary tocarry out the entire 
process in secrecy. The husbands too sometimes admit to their infertility. Couples 
together make the choice. To some extent the rigidity of ideas about the wrong genes 
invading the family’s bloodline and about patriarchal heritage has been shaken. Yet 
motherhoodisstill confined to the restrictive bonds of marriageasaninstitution. The 
technological help offered in this process has come through the setting up of sperm 
banks. 


What are sperm banks? 


Inthesperm banks, the sperm are maintained for years by ‘freezing’ them at very low 
temperatures (of around -196 degrees centigrade). All the properties of the sperm are 
preserved by ‘freezing’, and when required they may be brought back to body 
temperature and utilised for fertilising theegg. In fact, even this technique of ‘freezing’ 
the spermis more than 40 years old. However, because of the pressures of maintaining 
social norms (as discussed in the next chapter) many other techniques have been 
evolved in the meanwhile to tackle the problem of childlessness. The stress has been 
on these other more complicated methods. 


What function after all, will sperm banks serve in this system? To 
The technology ofthe _ use the same terminology as Gena Corea, this technology has 
sperm banks has developed developed in such a way that the ‘subversive’ sperm is turned 
in such a way that the _ into’socialised’ sperm,sothat the use of sperm canbe regulated 
‘subversive’ sperm is turned and controlled.[64] Through these freezing techniques, the po- 
into a ‘socialised’ sperm, so tential that artificial insemination has of posing a challenge to 
patriarchal normsand valuesis checked.Sperm banks allow the 
freezing of only certain kind of sperm and also provide it for 
artificial insemination only to certain kinds of ‘couples’. 


that the use of sperm can be 
regulated and controlled. 


“The donorsare healthy men between theages of 20and 40, froma sound background, 
and usually graduates. .. Donorsare usually philanthropicmen who have experienced 
fatherhood and want to make anothercouple happy.” Thisishow Drs. Aniruddha and 
Anjali Malpani describe the sperm donors in their book “Getting Pregnant” [65] 
Incidentally this doctor couple were amongst the first to introduce sperm banks into 
ametropolis like Bombay. Advertisements for sperm banks also recommend them as 
a facility for ‘childless’ couples which can provide ‘high quality’ sperm with ‘heredi- 
tary material’ similar to the husband’s. In other words, ifthe purity of patrilineal family 
lineage cannot be fully maintained, they at least offer a chance of getting close to it. 


Another advantage that is offered is thatsperm banks will help check AIDS. It willbe 
seen to it that sperm from HIV positive donors will be screened out. Perhaps this is a 
reason worth consideration, especially when in the alternative the sperm is collected 
from unknown sources. The difficulty is that along with this there are a host of other 
arguments presented to popularise the technique. 
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These arguments are related to acceptable social norms. The most important of them 
is that women will not be able to take control in their own hands. On the one hand, 
procurement of natural sperm has been made illegal (perhaps because of the risk of 
AIDS), while on the other hand the banks have been directed to issue sperm only to 


married couples. These rules are in force all over the world. [66] 


Control here passes from the hands of womeninto the hands 
ofall those technocrats who exercise control over the sperm 
banks. This has made a simple and potentially acceptable 
technique, complicated and inaccessible tocommon people. 
Allthat the rigmarole of rules finally achieves is to restrict life 
and reproduction even more strongly to the confines of the 
patriarchal family. Finally, it declares, the right of mother- 
hood is a right for wives, not for women. 


All that the rigmarole of rules 
finally achieves is to restrict life 
and reproduction even more 
strongly to the confines of the pa- 
triarchal family. Finally, it de- 
clares, the right of motherhood is 
a right for wives, not for women. 


Issues for the future 


One of the socalled advantages of artificial insemination through frozen sperm, is that 
acouplecan be provided withsperm having a genetic make-up ‘similar’ to theirs. This 
kind of choice and the concentration of power in the hands of the technocrats raises 
seriously the issue of the possible use of this technique for a ‘eugenic’ policy. 


Implicit in such a policy is the principle that a few people will be identified as being 
more useful and superior and worthy of reproduction, and only they will be encour- 
aged toprocreate.Some foretaste of these ambitions canbe had from the advertisements 
of sperm banks that recommend artificial insemination. Talk of sperm procured from 
‘healthy, intelligent individuals with social standing’, or ‘respectable professionals 
like doctors, engineers and news paper correspondents’, already shows shades of 
eugenics. Sperm from which particular individuals will be made available by the 
sperm banks, underlines in more ways than one, persons who are considered worthy 
of fathering progeny. 


The matter goes beyond technique, to almost a conspiracy, of elaborate precautions 
built simply to ensure that only ‘socialised’ sperm is made available. It is the 
‘socialised’ sperm which proves true by established social standards. It is that sperm 
whichcan be controlled by established methods and standards selected by particular 
technocrats. It is that sperm alone which will be used for particular eggs whose 
fertilisation will help strengthen the established system and its structures. 


It is not something that strengthens people. And it is definitely not a treatment for 
childlessness. In fact, this technique can be used only by women who are anyway 
capable of conceiving and bearing children. Nor is it any sort of treatment for the 
‘childlessness’ of the man. All it does is help men lacking adequate sperm to acquire 
‘a child of his own’. But by ‘freezing’ the sperm into banks it also concentrates power 
in the hands of a few select people. 
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So, all the sperm banks which many doctors arenow opening in the Indian metropo- 
lises and promising to ‘free’ people from the pain of childlessness are an example of 
how asimple technique may be alienated from people, put beyond their control and 
taken over by established norms and values. 


There is no doubt that the technique does fulfill the desire for motherhood for some 
women. But, atthesame time, the issues of technology and controloveritare extremely 
important. Time and again, in our search for freedom, we have tended to place our trust 
in technology. Once, it may have been domestic appliances or the mechanisation of 
housework, at another time it may have been the contraceptive pill. No doubt we do 
receivesomehelp, some of us do get relief, butitis equally true that technology, forall 
that it does, does not make us free. 


Every technique comes circumscribed within already established social values. In the 
long runit serves to further tighten the bonds that hold us down, especially if the total 
control over access and development are left in the hands and at the mercy of 
technocrats and doctors. The subjectivity and biases of technology and also of the 
science on which it is based have to be openly stated and countered when they go 
against mostsections of people. HIV freespermmay beanecessity but using thisneed 
for eugenic purposes and also for the economic interests of the doctors has to be 
checked. 


Sis. 
~~ 11 QE. 
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IN VITRO FERTILISATION 


Individual answer to a social problem 


Itis the national news bulletin on television. The report is about a mother giving birth 
to quadruplets. Whatisso special about these four children that their birth should find 
a place in the national news bulletin? They are ‘test tube babies’. The newsreader 
enthusiastically reports, “The four children area gift of science. Itis one of the greatest 
achievements of Indian doctors and medical science that these four children were born 
safely and withno difficulty.” The manner and the tone of reporting isno different from 
thatused in reporting a feat of cricketing prodigy Sachin Tendulkar: “Sachin’s glorious 
shots and exquisite strokeplay put India in a comfortable position in the match.” 


Wealsohave onscreen the doctors whose tremendous achievement the nation is today 
so proud of. Thesame TV screen shows umpteen short films everyday recommending 
‘one family, onechild’. Weare warned everyday how pregnancy ata very early ageand 
repeated, multiple pregnancy endanger the mother’s life. Every morning we are 
intimidated by statistics about the population explosion. Yet the same medium 
presents the birth of four children as a symbol of national pride! After all, this is 
‘development’. 


Scientific and technological intervention to prevent those who can have children from 
having them, and to enable those who cannot to have them: are both related to major 
achievements of scientific knowledge. Maybe this is also proof of the impartiality of 
science! But to us, what connects the two aspects is taking over of control over 
reproduction in both situations by science and scientists. 


Women have always been considered responsible for reproduction, for bearing 
children, for preventing them from being born, and if and when they are born, for 
bringing them up. But the mother who had given birth to the quadruplets mentioned 
earlier, wasnowhere in the picture. Indeed itappeared asifit was the doctor, or perhaps 
science, or that socalled test tube that had given birth to them! All the images conjured 
up by the audiovisual media seemed toemphasise one thing -the absence of the mother 
in the whole process. 
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Itis an ironic situation, since test tube babies and such modern techniques are touted 
as aboon meant for couples, especially women, suffering from childlessness. It is also 
said that these techniques are being developed as treatment in recognition of the 
suffering thatsuch women undergo. Thatitis keeping in view theneed to remove social 
stigma from women who happen to be childless, that endless funds are being spent 
on the development of these techniques. 


On the success of the technique, the woman and the ‘husband’ for whom itis all being 
done, arenowhere in the picture. It is not quite clear whether they are being kept out 
of the picture or whether they themselves desire to be out of it. If we consider the kind 
of experimentation with the woman's body that these techniques involved, it would 
seem that her earlier social suffering is here transformed into physical suffering and 
pain. There isso much that she has to go through in the whole process that itis bound 
to leave her quite exhausted. And after finally being able to havea child or children, 
one doesnot know whether sheis left with any sense of achievement of having to carry 
the responsibility of the nation’s ‘expensive gift’. 


To understandall the complications and difficulties of the technique it isnecessary to 
understand some of the details: When can this technique be used? Does the whole 
process take place outside the body or only a part of it? Is the infant really born in the 
test tube? 


The test tubeisa familiar object for anyone whohaslearntscience. That most ordinary, 


Bringing the process of repro- 
duction out into the open from 
‘the black, dark confines of the 
womb’, making it possible in a 
scientific environment ‘removed 
from the woman's body and 
control’, and being able to sub- 
ject it to scientific laws and plan- 
ning instead of ‘unplanned, un- 
regulated natural processes — 
are all part of the same frame- 
work which confers the clean, 
simple and neat name of ‘test 
tube baby’ to a prolonged pro- 
cess involving natural processes 
as well as human bodies. 


transparent glass tube. Every science student would have 
performed chemistry experiments with it, following with 
excitement the changing, sparkling colours of the ongoing 
chemical reactions. The very name test tube baby invokes 
similar feelings. One hasa glimpse of the mysterious process 
of reproduction occurring in the ‘dark confines of the myste- 
rious world of the womb’ now taking place in the visible, 
transparent glass test tube in a ‘scientific’ environment. The 
illusions the technique creates begin from this popularname 
itself. 


We may be dismissed for giving somuch importance to what 
are after all names. But we believe that any terminology 
evolves from the same complex of ideas which governs the 
development of the techniques it describes. Bringing the pro- 
cess of reproduction out into the open from ‘the black, dark 
confines of the womb’, making it possible in a scientific 
environment‘removed from the woman’s body and control’, 
and being able to subject it to scientific laws and planning 
instead of ‘unplanned, unregulated natural processes~are all 


part of the same framework which confers the clean, simple and neatname of ‘test tube 
baby’ to a prolonged process involving natural processes as well as human bodies. 
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One more thing before we go into the details of the technique. In the process of writing 
this book, gathering information on the various techniques it describes, ithas been our 
constant attempt to meet the women using these techniques, to get to know their 
experiences and to share our thoughts with them. However, we faced a considerable 
conflict in respect of meeting the women using the ‘test tube baby’ technology. 


We were aware of the tremendous pressure on women to prove their womanhood, to 
consummate their roles as wives by giving birth to children, directly or indirectly, is 
the cause for many of the compromises that they make in their lives. In this context they 
allow experiments on their bodies, because itis commonly believed that the function 
of their bodies is to give pleasure to menand bear children. Any woman thus decides 
to adopt this technique under a considerable burden. The technique itself starts off a 
new chain of physical suffering accompanied by the constant tension of success/ 
failure. It becomes the sole objective of their lives. We knew all this. 


There was on the other hand our growing belief that to hand over one’s life to doctors 
and technology in order to prove the reproductive potential of one’s body did not give 
us strength in any way. Not only do we lose our physical strength throughit, butif we 
consider the sole objective of one’s life to be giving birth to a child, we also restrict 
ourselves as persons. 


We felt that because of our strong beliefs in this regard our talking with these women 
would only be inflicting additional pain on them. Even though our struggle was 
against all those social circumstances which force women to take sucha decision, we 
felt thatit would be taken as questioning their individual decisions, and therefore did 
not talk tothe women undergoing the entire process. There are many women however, 
(especially from other countries where there is also State pressure in favour of having 
children) who have shared their experiences. In what follows we have analysed the 
technique on the basis of all these experiences as well as our own knowledge and 
experience of our bodies. 


Selection of the disease and the diseased 


The first step in the process is that of selection of those who would benefit from it, and 
the decision to adopt the technique by those who need it. A medical technique is 
developed in the context ofa givenset of medical conditions, butis, however, commonly 
used in the treatment of many other conditions. It is the duty of the doctors who are 
about to intervene into our bodies that they should provide us with adequate informa- 
tion about what they are setting out to do. Theoretically all of us also believe that we 
have the right to make a free choice in deciding whether or nota technique be used on 
one’s body. In practice, however, the choice of technique is never so objective and 


democratic a process. 


|. V.F.(in vitro fertilisation or fertilisation outside the body) is a technique especially 
meant for women who have an obstruction of the fallopian tubes. That is, for women 
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in whose bodies the egg does mature but because of the obstruction of the tube, the 
sperm are unable to reach it and fertilise it. 


So, the technique came to be developed for the above mentioned special condition. 
However, thesituation today is that IVFis used evenin those conditionsin which the 
egg doesmaturebut conception doesnot take place for reasons other than theblocking 
of the tubes. A woman’sduties are deemed fulfilled only when shebears her husband's 
children. Helping her to fulfill them seems to bethe duty of scientists and doctors. Then 
if the husband's sperm are not adequate or are being rejected by herbody, theattempt 
is to take the egg out of her body, fertilise it outside and putit back into her body. Even 
when there is no apparent problem with the woman’s body, the technique is after all 
used onherand in the course of the whole process she has to undergoa lotofsuffering. 


“I could see only one benefit of pregnancy —freedom from menstruation. No painand 
bleeding every month, no sitting apart. But my periods never stopped. Every month 
my mother-in-law would inquire after it, then would turn away disappointed. 
Imperceptibly the turning away turned into raising her voiceand cursing me for being 
‘barren’. My mother was also troubled about it. On one side I faced revulsion, on the 
other the responsibility of being barren, and between them Iwas left with no space to 
express what I wanted. 


“My husband said nothing. Without comment, he turned a blind eye to his mother’s 
changing reactions. [wanted to shout and tell them that Iwas happy. I wanted to tell 
them not to trouble themselves needlessly. I was quite happy the way Iwas. But who 
would listen? Imadesomeattempt to reach out tomy husband. Days went byas I tried 
night after night to get him to understand. Time passed and then he too began to beat 
me..... the calmness of the night, the satisfaction, the physical intimacy, everything 
disappeared.” [67] 


Many womenmustbehaving tosuffer through this. Women from all sections of society. 
Doctors are popularising their techniques as a solution for this suffering. However, 
their viewpointabout women isno different from the one that gives rise to the rejection 
and the suffering: womanasa reproductive machine. They become specialist repair- 
men to the machine, and for this they are prepared to experiment with the woman's 
body even when there is nothing wrong with it. The disease being treated is childless- 
ness, the suffering it causes is rooted in social beliefs, but what is tampered with, 
altered, affected, changed, are women’s bodies. Evenin the medical framework, rather 
than determining the cause of the obstruction of the tubes, and taking steps toremove 
the obstruction, the emphasis is on conception by any means. 


Since social beliefs are at the root of suffering, the conditions apply only to those who 
are presumed to havea right tosuffer in the eyes of society .Social factors thus determine 
who willbe offered the use of these techniques. That women living singly or indepen- 
dently may also desire to have their ownchildrenisnotsocially acceptable. Hence only 
married women living with their husbands have the right to the use of any of these 
techniques. 


In Vitro Fertilisation 


IN WOMEN: 
WHAT CAN GO WRONG 


gonorrhoea, infection and diseases 
like TB, ruptured appendix, ectopic 


Ovaries: 
enlargement due to cysts, 
congenital abnormalities 
Corpus luteum: 

early degeneration 
Fallopian tubes: 
damage caused by IUD, 


pregnancy, endometreosis, 


inhibition of sperm enzyme activity 
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Besides the pathological factors indicated for women and men, 
there are other factors leading to infertility in a couple. These are 
emotional considerations and immunolgical reactions such as 
mucus/sperm incompatibilities, and the absence of activation of 
the formation of the sperm enzyme necessary for fertilisation. 


Tentacled mouths: 
blockage or scarring 

Uterus: 

scarring from infection or injury, 
retroversion after infection, 
abnormal shape, fibroid tumours 
Cervix: 

presence of antibodies, hostile 
mucus 

Vagina: 

aggluttination of sperm 


The possible physiological reasonsfor infertility in women are mainly due to 
Problems in fertilisation and implantation 


Non-production of the egg which 
could be due to: 


Congenital problems 

Hormonal imbalance in the body 
due to various reasons including 
continued use of hormonal con 
traceptives 

Sexually transmitted diseases 
Enlargement of the ovary due 

to cysts 


whch could be due to: 


Blockage in the fallopian tube 

Infection in the tubes due to repeated 
abortionsand use of contraceptives like IUDs 
Diseases like TB which result in blockage of 
the tubes 

Endometreosis 

Inability toimplant the fertilised embryoin 
the uterus affected by repetaed abortions 
Malnutrition and low health status leading 
torepeated miscarriages 
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In addition to this social selection at the individual level, there operates a selection at 


the level of social groups. In our society w 


here there is such a hue and cry about the 
populationexplosion,itmightbe expected 
thata woman’sremaining childless would 
be easily accepted as a natural popula- 
tion control method. But the fact is that 
substantial resources are being spent on 
technology to treat childlessness. Where 
continual emphasis is placed solely on 
population being the biggest obstacle to 
progress, when no consideration is being 
given then toan individual's situation, it 
seems incongruous to spend so many 
resources on developing techniques to 
help bring forth children and thus allevi- 
ate individuals’ suffering. 


This incongruity can only be understood 
when we consider which social sections 
haveaccess to these techniques. The whole 
process is so expensive that only a small 
section caneven think about entering into 
it. Itis obvious that no one has any objec- 
tion to the reproduction of this section. It 
isthe experience of many educated, middle 
class people like us that if we wish to have 
a sterilisation operation before we havea 
child, orevenafter having one child, every 
attempt is made to discourage us. So the 
whole aim of population control does not 
remain the control of the population asa 
whole, but to check the population of 
certain sections. This selective procedure 
is all the more indirect and ambiguous in 
the case of test tube babies. Only a few 
people can afford to invest the kind of 


effort, time and money thatit requires. For them childlessness is the most important of 
diseases, and treating it the duty of scientists and doctors. 


To put it briefly and crudely, the steps in the whole procedure are as follows. The 
woman on whose body the technique is being used already produces the mature egg. 
_ Extracting it from her body is the first step. Fertilising the egg with the husband’ssperm 
inan artificial environment which simulates the environmentin the body is the second 
step, and re-introducing the now fertilised egg into the body and implanting it on to 
the uterus the final step. The first myth about the technique is the simplicity of these 
steps. The second is that it is the doctors who do all the work — extracting the egg, 
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fertilising it and re-introducing the fertilised egg. And the final mythis thatitis a well 
tried, successful method. 


In fact, those who have gone through the whole cycle have something quite different 
tosay. Tounderstand it we have tolook closely at all the steps. We are writing here from 
the viewpoint of the woman into whose body this ‘easy and straightforward’ interven- 
tionis being made. From the perspective of the woman whose body is being treated as 
a treacherous, inactive machine. Keeping firmly in view the woman tomeet whoseneed 
for motherhood, the doctors themselves appear to be making the babies. 


Production of the eggs 


For every woman witha complete, regular cycle only one egg matures every month. 
Once ina while it also happens than in spite of the cycle being regular, noegg matures 
that month. This is considered to be part of the normal situation. To make a test tube 
baby this oneegg has tobe extracted from the body, whichisa difficult task. The success 
of being able to extract the single, normally maturing egg in the cycle is virtually nil. 
When the whole process has tobe runasa planned, controlled and regulated process, 
it becomes necessary that the egg mature at a predicted time and that it be extracted 
easily. 


For this, help is taken from hormones and similar chemicals. Just as hormonal 
contraceptives are administered to disrupt the process of maturation of the egg, 
hormones like estrogen ora combination of FSH and LHarenow administered to help 
egg maturation. But there is a big difference between this and their use in contracep- 
tives. 


After quite some research, there has evolved some standardisation of the hormone dose 
administered in contraceptives. The process of standardisation has been one of trial 
and error, butnow after continual research there is a body of knowledge available on 
their doses. The drugs administered during IVF are however, broad guesstimates. 
Indeed the whole processis at the level ofa trialeven thoughitis presented asa reliable 
method. For this reason itis notatall clear which drug willbe useful and in what dose, 
and nor is it clear what effects it will have. In fact, every IVF team tries out its own 
formulation of a mixture of hormones. 


In order to make ita completely planned process, the attemptis to ensure that theegg 
matures ata time convenient for the doctor. Besides, since the entire effort has a hit or 
miss nature it is necessary to see that more than one egg matures so that at least one 
of them is successfully extracted. We shall see later that thenature of the processis such 
that it is necessary to get 10 or 15 eggs to mature in order to make one conception 
possible. 


Moreover, all these medicines are extremely expensive. Along with these medicines 
regular and continuous medical examinations have to be carried out in every cycle, 
costing thousands of rupees. So the attemptis to see that as many eggs as possible are 
available in the first attempt. Few people stop to think about what effect this onslaught 
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of medicines will have on the woman and even fewer stop to express their opinion 
aboutit. The condition of the ovaries having tomaturesomany eggsatone go, and the 
complete disruption of one’s natural hormonal cycle are both extremely painful 
conditions. 


A woman who had to take one such drug ‘Clomid’ had this to say about it: 


“First one tablet for five days. Nothing happened. Then two tablets daily for five days. 
Stillno egg. So, now three tablets daily. There were indications of ovulation but other 
effects had become too painful. Iused to faint, had continuous pain in the right portion 
of the abdomen, and felt light headed. Sometimes suddenly my vision would blur. I 
would be unable to remember ordinary familiar things.”[68] 


There is a controversy about this particular drug and its effects. Continuous admin- 
istration of the drug leads to bouts of fainting, nausea and uneasiness in most women. 
Moreover, there is a possibility of swelling or cyst of the ovaries and possible 
carcinogenic effect. The complaints continue after the drug is withdrawn and itis not 
clear what long term effectsit will have on the children born after taking the drug. What 
is, however, quite clear is that it brings about maturation in fact simultaneous 
maturation of many eggs, and soit continues to be used. Sometimes we are troubled 
by the question of why the women who take these drugs donot complain about them. 
Perhaps the question itself is not right. They are in a situation where they are forced 
to place themselves and their bodies at the doctors’ disposal and ignore all consequent 
effects. 


“Immediately after the menses the doctor prescribed the tablets. For ten or fifteen days 
after that I really suffered. I felt Iwas almost dying and suddenly Ihad all this bleeding 
just like my menses. I was quite scared and told my husband. Went to the doctor for 
advice. Coolly she told me that it often happened. I kept on bleeding, sometimes more 
sometimes less, and became extremely weak. I felt uneasy all the time. Who could I talk 
to about it, about my suffering body. Ikept on taking pills, kept on seeing the doctor, 
but my bleeding went on. Ihad thought I would be rid of menstruation and here Iwas 
with no signs of the bleeding coming to a stop. 


“And along with it there was this pain in the back, headache, bodyache — and what 
not. Who could I talk to about my difficulties? My dream of motherhood was turning 
intoanightmare. I wanted to make anew identity for myself by giving birth toa child 
with my body, but here it was almost becoming a chest full of medicines. I used to look 
at that cabinet as a strange, alien thing.” 


Becoming a ‘chest full of medicines’ was only one of the difficulties. Adopting this 
technique meant rebuilding one’s life around it. Itis as if life has but one objective. The 
daily routine has tobeso shifted that everyday the doctor may inspect whether ornot 
the eggs are matured so that they will not escape extraction. Everyday before getting 
out of bed, record one’s temperature and then on to the hospital for the blood test, the 
urine test and ultrasonography. From the hormone level and ultrasonographic 
inspection of the ovary ithas tobe determined when the eggs willbe ready. This requires 
that all daily routines, indeed life itself, be tied to this. 
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“I felt so nervous and tense all the time I really doubted it would work. Some how I 
managed to juggle work, housework, taking the kid (her child from a previous 
marriage) to school and then rushing to hospital every morning for a whole month 
for blood tests, urine samples and ultrasound. And often my veins would not come 
up......1 remember worrying so much that because of this it would not work and Ihad 
to give up. You see it depends on each procedure; if part of the procedure does not work 
you are a failure again!” [66] 


Those who subsume their lives to the routine are deemed loyal tothe programme, and 
receive praise. But to be precise, the woman is being loyal to the job of child bearing. 
Looking at her body asa strange object, constantly under tension of what new feats the 
once failed body would now perform. “Have the eggs in my ovary matured? will the 
thousands of rupees spent this cycle yield fruit (thatis, the eggs)? Or willland my body 
be proved a failure once again?” The tension continues until “success” or untilat some 
point one decides that enough is enough. And for those who do cross over this 
threshold, there begins a new kind of tension. 


Extracting the eggs 


Once itis known from blood tests that hormonal levels in the body are sufficient for egg 
production, more attention is paid to the ultrasonographic image of the ovaries. It is 
necessary to determine how many eggs are about to mature and emerge because 
accordingly preparations are made for the extraction (‘harvesting’ is the word used) 
of the eggs. This isa very delicate process. The eggs have to be extracted after they have 
matured butbefore they erupt from the follicle. Itis necessary to determine the precise 
moment for this operation so that the eggs are not missed. If this is not done, all the 
doctor’scareand effort, and the hopes and the money invested by the family goes waste. 
The state of the woman’s body of course does not count. 


“It was to be a minor operation. On inquiry I was told that it was to extract the eggs 
maturing in my body. Ihad already learned the process of getting up everyday, putting 
a thermometer into my mouth and noting the temperature. The twelfth day the 
temperature had increased somewhat. I went running to the doctor. But the doctor was 
upset.....’Youare too late!’ Iwas astounded. I was doing justas Iwas told. What could 
I say? I just listened to the doctor's anger. their whole schedule had been upset. Iwas 
disturbed by their helpless defeated look. Iwas responsible for it, for their loss of hope. 
Crestfallen, I came out. 


“My husband went in. Inno time he had come out, and almost dragged me out of the 
hospital. ‘All my money, my efforts have gone waste. What kind of woman are you?’ 
Iwas silent. What could I say? And anyway whether or not I said anything mattered 
notone bit to the situation. Why do they not take the egg-producing ovaries themselves 
out of my body and leave them in the safe care of the doctors? What use were they to 
me? It was their being in my body which was causing all the problem.” 


Andso,determining the right momentis the most important part of the process. These 
days when the follicles mature, the doctors prescribe a dose of hCG. This in the words 


212 We and Our Fertility 


of the Malpanis, “..allows the doctor tocontrol when ovulation willactually take place, 
usually about 36 hours after the injection of hCG. This control allows the IVF team to 
be prepared to harvest theeggs just before that time.” [65] Whatare the after effects of 
these drugs is a questionnot tobe asked and inany casesomething that we shall know 
only after many women have suffered enough to make an audible noise about it. 


The process of separating the matured eggs from the follicles and extracting them is 
the actual process of ‘egg harvesting’. There are differentmethods of achieving this and 
all have their own ill-effects. Here again it is entirely up to the team to decide which 
technique it will use. 


The most commonly used technique is laparoscopy. This isa surgical procedure that 
can only be performed under anesthesia. Laparoscopy otherwise is a diagnostic aid. 
A neutral gas like carbon dioxide is pumped into the abdomen to help separate the 
internal organs from each other. The laparoscope is introduced into the abdomen 
through a small incision and the telescope-like instrument allows you to look inside. 
Aseparateinstrumentis introduced through another incision in order to separate the 
matured egg fromits follicle, and another instrumentis introduced through yetanother 
incision to extract the separated egg. By observing the instruments through the 
laparoscope all the eggs which have matured are then removed. 


The anesthesia used during laparoscopy has its side effects. So does the introduction 
of carbon dioxide. And inspite of making room in the abdomen, there is the possibility 
of damage to other organs by the instruments. Most important of all is that even if 
spoken of casually asa diagnostic aid, it is nevertheless a full scale surgical interven- 
tion and hence is accompanied by the attendant problems of a surgical intervention 
in the insides of the body. 


Some other techniques have also been evolved due to the ill-effects of this standard 
procedure. Discussing IVF and similar techniques, ina lecture in Bombay on ‘Repro- 
duction in the early ‘90s, Australian doctor, Dr. Jansen described some of the new 
techniques being developed at their hospital. They have attempted to extract theeggs 
by inserting a tube through the vagina. The tube is accompanied by an ultrasonographic 
probe which helps monitor the image of the ovary on the TV screen. The eggs are 
extracted from the follicles while observing this image. Dr. Jansen also showed slides 
of the insides taken with the help of the small camera fitted on to the instrument. How 
the tube enters the vagina, how the eggs are extracted, how it can all be seen out there 
on the TV screen — his slides made it all clear. 


The emphasis was onhow simple the technique was. And on what doctors canachieve. 
Not a word about the human being on whose body all this was being performed. 
Insertion through the vagina perhaps does not involve cuts and incisions the way 
standard laparoscopy does, perhaps even anesthesia is not required. Yet itis also an 
invasive procedure. And the question remains, is thereno pain involved in the process? 
The language and the manner of presentation seemed to imply that there were no 
attendant difficulties. 
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It would beno exaggeration tosay thatIVFis 
an unsuccessful technique. Yet, in the inter- 
ests of popularising it the method of deter- 
mining the rate of success itself is changed so 
as to make it appear successful. In itself, any 
technique that claims to help deliver a child 
should measure its success in terms of the 
number of healthy live births. Init truesense, 
the rate of success for [VFshould be measured 
in terms of the number of attempts needed 
before a healthy delivery takes place. 


However, incase of IVF the success rates are 
deceptive and their presentation even more 
so. Sometimes the rate of successful extrac- 
tion of the egg is presented as its success rate, 
sometimes, full preparation by the body for 
pregnancy, in effect increased levels of hCG 
are taken tosignify success. In thesame way, 
sometimes initiation of pregnancy is pre- 
sented as the success rate, no matter ifitis an 
ectopic pregnancy or is followed by subse- 
quent spontaneous abortion, which is the 
case in30 to50% of the pregnancies. At times 
abortions after a 20-week period are deemed 
successful IVF births. An average figure is 
available for all IVF centres in England dur- 
ing 1987, and it shows that the rate of success- 
ful healthy delivery is only 8.5% perIVF cycle. 


We reproduce here the information that is 
provided towomenand menin India through 
books like those written by the Malpanicouple. 
The problems in terms of juggling around 
with numbers is evident in the paragraph 
that follows. Also donote the use of the term 
like conception rate which surely is not at all 
same as the rate of successful live birth. 


“TVF treatment should not be considered a 


The IVF ‘non’-success rate 
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one shot affair. Patients should plan (men- 
tally at least!) to go through at least three or 
four cycles to give themselves a fair chance of 
getting pregnant. With fourtreatmentcycles, 
the chance of getting pregnant (the cumula- 
tive conception rate) is about 50%. What this 
means is that even though the chance of 
getting pregnantina single cycle may notbe 
more than 20%, over a period of four treat- 
ment cycles, the chances increase to 50% 
because the success rate is cumulative. 


"Thus, let us assume the pregnancy rate for 
IVF ataclinicis 20%. If 10 patients startan IVF 
cycle, two will get pregnant, leaving eight 
patients. If those eight patients go through 
another IVF cycle, another 20% (1.6 patients 
—solet’s say another one) will conceive. Ifthe 
remaining seven go through another cycle, 
one more will get pregnant and at the end of 
the fourth cycle, one more will conceive, so 
that of the ten patients whostarted, five would 
havebecome pregnantin four attempts. This 
is because the chances of getting pregnant in 
the next cycle do not decrease just because a 
pregnancy has not occurred in the previous 
cycle, so the best bet would be to keep on 
trying, Of course, one has toseta limitsome- 
where, and the decision when to stop issome- 
thing which only the couple can make for 
themselves. After more than six failed cycles, 
the chance for a pregnancy with IVF does 
decline.” [65] 


This method of calculation of cumulative 
rates to achieve a success rate of 50% in four 
cycles assuming that the team asa whole has 
a success rate of 20% each time is highly 
dubious and very misleading. 
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Later we came across some of the experiences of women who had undergone those 
procedures. It had been found that the procedure is so painful for the woman that 
doctors have had to take recourse again to anesthesia. Besides, the tube that passes 
through the vagina also has the possibility of damaging the urinary tract. And yetagain 
today this is claimed to be a method that is easier, safer, and quicker and hence 
preferred. 


~ Along with this ‘harvesting of eggs’ begins a game of numbers. The number of eggs 
which actually mature donot correspond with those expected from the drug. Further, 
not all the eggs which mature can be extracted. The net result is that the expected 
number ofeggs doesnotbecome available for the subsequentsteps. Henceitis possible 
that an adequate number of matured eggs do not get extracted in a single step. The 
solution to the problem is seen in administering more hormones to enhance ovulation. 
Increase thenumber ofeggs ovulatedso thatthe required number are finally extracted. 


From here beginsa cycle ofsuccess/ failure that continues tilltheend. How many failed 
attempts lie behind every successful conclusion of IVF techniques resulting in child- 
birth is nowhere recorded nor is it considered important. (Please see the box on the 
previous page for calculations about success rates .) Allthe time we are told to keep our 
eyes on the final result. Who then pays attention to the process? After all, itis all being 
done to fulfill the need of that woman herself. So bear the difficulties she must. 


Obtaining the sperm 


Letusassume that despite all odds the egg hasbeen obtained. But thatis still only one 
factor of the child to be. Equally necessary for producing a child is the sperm. Only in 
their mating does fertilisation and subsequent growth take place. Moreover, the game 
is often being played out because the man’s sperm is not sufficiently motile, or the 
woman’s body environment does notaccepthis sperm and soit cannot reach the egg. 


There isnosuchconvoluted tale as that of extracting the egg for obtaining thesperm. 
This is a simple and straight forward method. When the doctors are ready and need 
him, the manarrives, masturbates and hands over his sperm. The most that heneeds 
is a little privacy, a room. Doctors will even provide him with books and posters 
depicting women so that it will help excite him sufficiently. Looking at some other 
woman’s body, he produces the sperm for his wife’s egg, for his child. 


This is the easiest, and perhaps the most natural, part of the entire process. No need 
formedical intervention or any kind of looking after. With this amount of participation 
the man receives his child and all the rights over the child and the mother, that go with 
it. This is any way what commonly happens in ‘normal’, ‘unassisted’ conception and 
reproduction. Onceaman performs his duty of insemination, he acquires theright that 
the children carry hisname, be responsible to him, and obey him. In the case of assisted 
reproduction as here these so-called natural norms of society appear a little strange 
because the situation in which the sperm is provided is ‘abnormal’, that is all. 
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Fertilisation — outside the body 


Just as obtaining the sperm is the only simple step in the whole process of making test 
tube babies, fertilisation is the only step that is carried out outside the body, in the 
laboratory. IVF, that is, in vitro fertilisation, means literally fertilisation outside the 
body nottest tube babies. After obtaining the egg and thesperm, their mating is brought 
about ina medium and environment that simulates the conditions inside the womb. 
The eggs are first allowed to develop fully and are thenjoined with the sperm obtained 
from the man. 


It is possible that this by itself would result in the fertilisation of some of the eggs. 
However, steps arealso taken toincrease the probability of fertilisation. Sometimes the 
outer membrane of theegg is removed to makeiteasier for thesperm to fertilise it. Anew 
method now being developed is that of micro-injection in which an attempt is made 
to insert the sperm straight into the egg. Every effort is made to see that as many eggs 
as possible are fertilised. 


In this situation, there are other possibilities which sound futuristic and far fetched at 
the moment, but which are not improbable and it is extremely important to consider 
them. After a definite degree of development of the fertilised eggs, the eggs are 
reimplanted into the woman’s body. At that point tests are carried out to determine 
which eggs are ‘all right’, that is, they have nothing ‘wrong’ with them. It is well 
accepted that definitions of what is ‘all right’ and what is ‘wrong’ are determined by 
society. Insome societies there is no place for handicapped persons and they become 
the wrong type of persons, in some, those with a ‘wrong’ skin colour become so, and 
in some being a woman itself becomes so. 


Those who are considered ‘abnormal’ in society are discriminated against at each step 
and forced to live oppressed and restricted lives. These new techniques providenew 
weapons of discrimination. However, so long as thereis life, there is struggle against 
the maltreatment. However oppressed one may be, so long as 
one possesses a life there is hope of struggle. And so perhaps 
now the sharpest weapon may be used: if there are no such 
marginalised people, where is the oppression and whereis the 
struggle? 


Science and technology are in the forefront of this process. They 
help slowly erase the very existence of the people they claim to 
help. This is not a coincidence but the result of the kind of 
thinking with which they evolve. In this new conspiracy sci- 
ence and technology and those who develop them are equally 
responsible. While pointing to how miserable women’s lives 
are and so claiming to save unwanted girls from the humilia- 
tion and suffering they have to undergo, things are openly 
being arranged so that girls willnotevenbe born, willnoteven 
possess a life. This selective abortion of female foetuses is taken 
to be a social necessity. In the interest of the unborn girls 
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themselves, tosave them froma miserable life, they are being denied life itself. That the 
misery can and should be removed is not the viewpoint. 


Such direct orindirectattempts are being made in thename of eugenics againstall those 
communities and sections who are today socially oppressed and exploited. The 
direction of new weapons like the IVFis quite clear. Moreover, this method of eugenic 
selectionis put into action withina set up thatis fully in the control of specialists. The 
initial selection takes place at the stage when only some people are thought adequate 
to use the technique and the next, ugliest selection takes place in deciding which 
foetuses are ‘right’ and which ‘wrong’. In other words, in the process of fertilisation 
specialists decide, who has a greater right to life itself. 


Considering the effort that it takes to get embryos, some attempts are being made to 
freezeall the extra embryos tobe used in the later cyclesif the first one doesnotsucceed. 
Ifthe embryos arenotneeded by the couple, then they canbe donated toanother couple 
orremoved from storage. This freezing and donating ofembryo thencomes withits own 
baggage of questions like whoare then the parents of the child—the ones that provide 
the biological material, or the mother that carries the baby in her uterus. Further, then 
why go through this complicated process of the IVF when the child born isnot in any 
way genetically connected. This question is important for the wholeeffortto gothrough 
the arduous process of IVF is apparently necessitated by the need for one’s own genetic 
child. 


The claims continue to emphasise that the technique is for those women who want to 
bear a child but cannot do so. And so it is her body that has to go through a lot more 
suffering through the process that continues further. The embryo whichis developing 
well and has been deemed to be ‘all right’, has to return to the woman’s womb. And 
for this tao she has to prepare herself. 


The return of the embryo 


Certain hormonal levels have to be reached for successful implantation of the foetus 
into the uterus. More medicines have to be hence taken to prepare one’s body for the 
transplantation and implantation. Then, at just the right time, the embryo is placed 
inside the uterus through a thin tube inserted through the cervix. On the face of it 
_ appears tobea simple task, but it requires skill, in the absence of which the operation 
is unsuccessful. The reason for failure is said to be the woman whose body is trying 
hard to accept the foetus. 


She is lying there, head down, feet raised. Waiting for the foetus to implant itself in 
her uterus. Lying like this is strange no doubt, but even more so, it is humiliating for 
one’s self-respect. It seems to her as if she is afull test tube paced ona stand which must 
be handled with extreme care for fear of spilling its contents. She senses she is about 
to coughand resolutely stops herselffrom coughing. Who knows, the movement of the 
abdominal muscles might dislodge that precious foetus? Oh, why ofall the times, did 
she have a cold this month when she is to bear the child? 
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fhe constant burden of responsibility and haunting suspense between success and 
failure, ateach step. Half baked knowledge, absence ofa friendly atmosphere and the 
single mindedness of the doctors. What would be the result of all this? How much 
should one move one’s body, how much should one walk? After all, so many people 
have sacrificed so much for reaching this stage. All of this is a continuous burden that 
has to borne. Having reached so far itself adds its own weight to it.So much has been 
invested in it by that time —-so much money, so much effort, so much time. Success, 


The Costs involved 


Going through one cycle of IVF in cities like Delhi and Bombay means a sum of Rs. 30,000 to 
Rs.75,000 plus. The variation in the costs is really high because of the differentheads included 
as part of the costs by the clinic. The cost of each cycle should include the costs of drugs, of all 
the diagnostic procedures used, the doctor’s fees per visit, the costs of surgery if any, 
everything. 


Besides this are the costs of the tests to be conducted before the decision to start on the IVF 
procedure. We give below alist of the various kinds of tests and the costs incurred for each of 


them. [65] 
Initial Consultation Rs. 250 to Rs. 500 
Semen Analysis Rs. 100 to Rs. 200 
Hysterosalpingogram Rs. 500 to Rs. 1,000 
Hormonal blood assays 
(FSH, LH, estrogen, progesterone) Rs. 200 to Rs. 300 per test 
Testicular biopsy Rs. 2,000 to Rs. 5,000 
Endometrial biopsy Rs. 500 to Rs. 2,000 
Diagnostic laproscopy Rs. 3,000 to Rs. 7,000 
Operative laproscopy Rs. 5,000 to Rs. 12,000 


Majorsurgery (microsurgery for tubal repair) Rs. 10,000 to Rs. 25,000 


Allof the above doesnot of course include the money spentin traveling, the money lost because 
of loss of days of work, the treatment needed for the after effects of the procedure. 


And to think thatall this expenditure is for women who have blocked tubes. The situation of 
the blocked tubes does not change and neither do the conditions which lead to this situation, 
all of which are major health hazards. Again the data for India states that tubal damage 
account for almost 25 to 50% of female infertility. Tubal damage is caused due to pelvic 
infections and some of the identified causes for the infection are as follows: 

° Tuberculosis 

Sexually transmitted diseases (gonorrhea, chlamydia) 

Infection after childbirth, miscarriage, abortion or IUD insertion 

Severe endometrosis 

Post operative infections. 


If the same amount of money could be spent on prevention of these infections, not only will 
there be less cases of women who can not conceive, but more importantly there will be more 
__ Women leading healthierlives____ 
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therefore is almost compulsory and failure, which of course is likely, can be very 
devastating for the woman. 


After insertion of the foetus, ifimplantation takes place, extreme careis needed during 
the whole pregnancy and especially the first three months. Initially there is the risk of 
abortion. There is also the risk of ectopicpregnancy since the foetusis pushed straight 
into the uterine environment. Ectopic pregnancy can be extremely dangerous for the 
woman. Ifnotdetected in time there is risk of rupture of the tube and possible fatality. 


As faras possiblemore than oneembryo isintroduced into the uterus. Whenno chances 
canbe taken, itbecomesnecessary toputmany embryos so thatatleast one of themany 
does implantitself. But many a time more than one foetus gets implanted. Then there 
isnochoice, the woman has to nurture all of them. This itself is often presented as one 
of the greatest triumphs of science and technology. In fact, itisnothing more than the 
result of a ‘trial and error’ or ‘hit or miss’ method. Since atno point in the process can 
one be reasonably certain of results, every means is tried and that sometimes results 
in the ‘national honour’ of bearing four children at the same time!! 


“The implantation had taken place. Perhaps there was more than one egg. Noone told 

me but understood.I could seeit in their looks. They were proud of their success. After 
all, they had made my obstinate body behave after so much effort. [felt nothing except 
the heaviness of my body. The memory of that body lying with its feet up receded. 
Instead here was I, heavy, swollen, unable to move. My stomach felt constantly full. 
Idid not even feel relief on emptying my bladder. Three months before the date, Iwas 
told, and I lay there stunned. 


“Not one, not two, not three—four. Four children were growing inside my body. The 
deprivation of ten years made good at one go. But what did I have to do with them? 
Come, they are your own, lused to tell myself. I tried to remember and remind myself 
ofall those historical god-like mother figures and was troubled. These are the doctors’ 
children. I will only host their growth. They are joined to my body. I have suffered 
througheverything for them, but are they my children? no, Idon’t believe so. But what 
of it? They will still stay inside me. They had been made part of me, 1t was now my 
responsibility to nurture them. 


“T was changing, swelling and spreading like a balloon. In the last months I could 
hardly sleep because of their constant movements. I could not think right, nor walk 
right, nor do anything. Prostrate like someone bedridden. Day and night a growing 
weight within me, moving about, raising hell. 


“And today the day of national importance has dawned. I have given birth to 
quadruplets. Why should I say anything now? If Ihave been silent so far why speak 
now? But questions gnaw at me. Why should bearing a child be compulsory for a 
woman? Is she incomplete without it? Is childlessness a disease? Can these children 
born of such helplessness be mine? Will these children born so unnaturally remain 
natural?” 
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ADOPTION 


Social answer to a social problem 


Many years ago we had a discussion with a friend about why it is considered so 
important to bear ‘one’s own’ child. She had recently undergone an abortion. “There 
aresomany children whohavenoonetolookafter them.Somany whohavebeenborn 
against their mothers’ wishes, in spite of there being no provision to look after them. 
When there are so many children whoneed tobe looked after, why should there beso 
much insistence on producing ‘one’s own’ child? In this world rife with competition, 
whenahuman being refuses to acknowledge the humanity of another, where casteism 
and communalism rule the roost, where patriarchy lays down all laws, is it all that 
important to increase the number of human beings? Is it not better if I bear my 
responsibility by making place in my life for a child who had to come into the world 
against the wishes of all concerned?” 


Evenafter all these years, the intense emotion and agitation behind her words reaches 
us live and fresh at every remembrance. We also remember another fundamental 
question raised by her friend. He had said, “By not bringing forth a child in this way, 
are younot perhaps strengthening the world as it is? The mother of the unwanted child 
has had to forfeit her wishes and her rights in the face of social pressure; are you not 
perhaps going ahead tobenefit from that forfeiture? Andif we think of it, what you are 
doing is not likely to change the established values of the world. Perhaps this action 
of yours would further emphasise the values about whocan and who cannotbring up 
a child in this society. In a way this might even force many single women to give up 
their so called ‘illegitimate’ children.” His words too have remained with us. 


While active in the people’s science movement, we had attem pted to take up the issue 
of women’s health. At that time, when we spoke of abortion as a woman’s right, it 
provoked a discussion. Someactivists had deep differences with this viewpoint. They 
questioned the meaning of this property-like right over one’s body. According to them, 
“it was perhaps necessary in today’s situation to assert abortion as a women’s right, 
but then it is necessary to make it clear that the demand is being made asa right only 
in the context of today’s situation.” According to them fertility was a natural gift 
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tueofbeing women. However, the responsibility forreproduc- 


tion and right over it belonged to society since what was being reproduced was the 


human race as a whole. So if social matters are arranged in the right way, there is no 
question of an individual right over fertility. 


Asimilar viewpoint was put forward by an activist from Bangla Desh in quite another 
context. She was speaking at an snternational conference on technological interven- 
tion into reproduction. The issue under discussion was the division that was taking 
place between the developed and the developing countries around the question of 
reproduction and population. This division was the reason for entirely different 
viewpoints and policies being followed in these two parts of the world in respect of 
abortion and the various methods of contraception. 


She was analysing whateffect the demand raised by womenin the developed countries 
for individual right over reproduction would have on women in the developing 
countries. According to her also, “This demand is quite wrong because itis the reason 
behind the development of all those techniques which only succeed in underlining 
infertility. Besides, it throws all responsibility for contraception on women. It is the 
reasonbehind the use of all kinds of harmful contraceptives on women.” She holds that 
these techniques are all the result of making the reproductive process an individual 


right. 


A social problem 


All these questions were very much in our mind as we thought about the new 
reproductive technologies. They are called new sinceitis only recently that they have 
comeinto use butin principle they are all based on values that havebeen part ofsocially 
accepted beliefs all along. We were hard put to explain the arrival of these expensive 
techniques meant to be used in case of childlessness in our country where we are 
continuously bombarded with the fact of our growing population. 


So the issue is of understand- 
ing that social context, where 
at times individual needs and 
decisions conflict with social 
requirements and at times 
individuals have no real free- 
dom to make a free individual 
choice because they have 
already chosen to live within 
socially accepted values. 


We have been talking about individual decisions with re- 
gard toreproduction. Buta moot question is what to make of 
a right of choice that creates so many problems of our 
personhood. Secondly, individual decisions are always taken 
within a social context.So the issue is also one of understand- 
ing that social context, where at times individual needs and 
decisions conflict with social requirements and at times 
individuals have no real freedom to make a free individual 
choice because they have already chosen to live within 
socially accepted values. At such times, in fact, voluntary 
personal choice too reflects social values and beliefs. 


Test tube babies repeatedly bring this to the fore front. The technology is being utilised 
to establish the fertility of every couple. One IVF expert says that about 10 per cent of 
couples complain of childlessness. Making the technology available to them and 
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helping them overcome the natural obstacles is the perspective of the providers of 
technology. However, wecould notbring ourselves to accept the physical torture and 
mental tension that individuals had to suffer in the process. This was moreso because 
we strongly believed that technology could never offer solutions to social problems. 
Further, in our opinion there are many social alternatives to the technology. 


But before talking of the social alternatives like adoption, we also thought it necessary 
to understand the meaning of having one’s biological child. So we talked with people 
around us. It was an informal discussion with some of our friends and colleagues who 
had had children, some who did not and were thinking of adoption, and some who 
were firm on their decision not to havea child. Ever within our collective, there were 
so many different decisions and obviously the reason behind them and the experiences 
flowing from them wereas different. 


Some had experienced a creative joy, the satisfaction of having brought a new living 
being into the world, and pregnancy asahappy,contented period of their lives. In spite 
of the extreme pain during childbirth, they experienced it as a creative process. Some 
had taken the decision to havea child only toavert onemore abortion, some had taken 
a conscious decision after reflection. Some had opted for it as relief from the constant 
every month’s tension of whether one was going to have one’s periods ornot,some had 
taken it under the subtle societal pressure to ‘relate fully and completely with their 
womanhood’. The basis of deciding to have one’s child had also ina way determined 
what the experience of pregnancy would be like! 


There were also people in the collective whohad takena decisionnottohave ‘their own’ 
child but instead to adopt one. There were also those who had never felt the need to 
have ‘their own’ child and had decided not to have a child. Either they did not want 
the responsibility of looking after a child or they had taken the decision because they 
had not found a fully convincing reason why they should have a child. 


Our discussions had taken place witha fairly special set of people and only partially 
helped us to understand the question we faced. What we could identify from talking 
to women who could or would be mothers, was a new way of looking at motherhood 
and parenthood. It was quite different from ways that fitted nicely into the accepted 
framework of social beliefs. Usually the mother-child relationship has always been put 
ona pedestal and considered the highest form of human relationship, but here in these 
experiences it was treated on par and one more among all human relationships. 


The social definition of motherhood 


Praises have been sung to motherhood allalong. We arebrou ght up on fables that tell 
ushow maternal love is the highest form oflove.Justas the idea thatwomenare helpless 
pervades our mindsand hearts throughout life, soare our ears crammed with the praise 
of motherhood, the importance it has ina womans life. Having a child becomes the 
mostimportant aim of awomen’slife. Awomanisaccepted by society and family only 
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whenshe gives birth, especially ifitis toa male child. However, all these virtues attach 
themselves to motherhood only if the woman happens to be married. 


If the woman is unmarried, motherhood is a stain, a stigma. In spite of holding that 
the bond between mother and child is the strongest of all bonds, the negation of that 
bond and separation of the child from the mother is the only solution that is socially 
acceptable. Since society is responsible for separating them from their very much 
existent mothers, it takes on itself the responsibility of looking after these children. 
Social values first declare these children illegitimate, then in the interests of these 
illegitimate children and to find legitimate parents, families and homes, adoption laws 
are enacted. 


These abandoned and so-called illegitimate children are society’s collective respon- 
sibility and a social problem because society needs this younger generation, needs it 
to grow up and become responsible citizens. Sociology in fact recognises them in the 
form ofa resource. This human resource and the natural resources are so intimately 
connected, that the maturity of these children, of this resource becomes a concern for 
society. Hence, itis the rights of these children, their mental and social security, which 
occupies centre stage in adoption laws and policies. The law isnot made witha view 
to help those who adopt children because they are childless but to ensure that the 
children find a home, a family and security. 


However, in this technological age, a new viewpoint about the process of adoption 
seems to be emerging. A change seems to be coming about in the view points of both 
the adoption agencies as well as adopting parents. Adoption is being seen as solution 
to another social problem, that of childlessness. Again before looking at adoption more 
closely, let us try and understand this problem of childlessness. 


The way one looks atit, ifa couple is incapable of having a child, ora woman's body 
is incapable of having one, it is an individual, personal problem. But this individual 
problem isalso associated witha social pressure that makes the problem unbearable. 
Our social being and socially prevalent view point is behind our not being able to 
accept the inability to have children as an ordinary matter. 


“Many years ago both of us decided that there is no point in going through so much 

suffering to havea child. Being with each other and being able to understand each other 
is enough for us. Nevertheless, sometimes onan evening tinged with sadness, if some 
ofour neighbours in the course of conversation remark on our childlessness, it becomes 
very disturbing. We feel like reconsidering our decision. Within the family too, who 
gets to inherit what little we have is a constant topic of discussion. That really hurts. 
At such moments we even feel that our being with each other itself is incomplete.” 


This isnot the story of any particular individual or couple. Itis representative of social 
values and pressures. Asa result very few are able to take such decisions of remaining 
childless. Most take shelter in technology orlook fora social solution to their problem. 


Inmatters of inheritance, transfer of property, etc.,even modern law andjurisprudence 
treats blood children as central.Of course, laws of inheritance apply only to those who 
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hold property, butina predominantly agricultural society most people dohavesome 
amount of land. Everyone tries in one’s own way to make sure that one’s property 
remains within one’s family. 


Prevalent solutions to the problem 


The first and foremost solution adopted by patriarchy and one which is very wide- 
spread even now is to blame the wife, abandon her and marry another. In the face of 
any ‘complaint’ regarding reproduction, whetheritis childlessness or the inability to 
have a male child, the preferred solution for the man is to marry another women. 
Whether the fault lies with the woman or not, sheis deemed guilty because after all she 
is responsible for reproduction. Today, bigamy is prohibited by Hindu Personal Law 
but it is engaged in as openly and brazenly as it is within other communities whose 
personal lawsallow it. A study of the rural areas of Pune district reveals thatin almost 
10% of Hindu households, the householder had more than one wife. 


Abandoning the first wife is extremely common. Womenabandoned for childlessness 
have how raised their voices in support of their rights. Single women in Maharashtra, 
which includes widows, divorcees and unmarried women are now organising 
themselves, and have started their own movement demanding their rights. 


Another accepted method hasbeen toadoptanear relative’s child. The old, communal 
form of the family looking after its own. In a society riven with caste and varna 
divisions, where caste is a major component of an individual's identity, it has been 
deemed mostappropriate to adopta child from one’s owncasteand kind. This society 
has never accepted intermarriages between castes; leave alone marriage it does not 
evenacceptinterdining. Insuch circumstances ifatalla child is to be adopted it needs 
to have a lineage of one’s own caste and sub caste. 


Inasociety where the rights and privileges of anindividual are determined by the caste 
that theindividualisborn into, itis not only difficult butnothing short of revolutionary 
to adopta child with an unknown caste, kin group, class and religion. Even the law 
gives primacy toblood relationships. A judgement givena few years agoinone of the 
courts, has decided that an adopted son has norighttohis father’s job the way anatural 
son has. This decision encourages that viewpoint that the right toan individual’s job 
accrues only to his blood relatives; so, while an adopted son may lose the right, 
nephews would gain it by their blood ties! 


The ruling adheres strictly to the letter of the law, but nevertheless reinforces estab- 
lished values. To maintain genetic continuity, tomaintain genetic hierarchy, to divide 
genes into bad/good, to further eugenics — these are but modern terms used tojustify 
the preservation of the sanctity of kin, class and family. An attempt to legitimise 
familiar traditional values on the basis of scientific terminology. Technology is 
attempting to peddle its redefinition as an answer. 


There is undoubted social pressure to produce one’s own child. It is almost made 
mandatory for women in order to prove their womanhood. If for any reason it does not 
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happen, one waits. Continuous efforts are made to realise the dream of having a child. 
Technology claims to have now hopes for them. Itis difficultnot to take recourse to its 
so called progressive methods. Inany case we already have the philosophy justifying 
“making every attempt possible”. Andso the efforts to discipline one’s body and bring 
it onto the right path by handing it over to technology continue. 


These efforts express a faith in science and technology. Progress carries its own 
conceptions about itself and there is an inexorable drive to partake of its fruits. Once 
one decides, the pressureis to try all possible methods and itbecomes difficult to draw 
lines. Butisn’t there something wrong with this? Before we taste the fruits of technology 
isn’t it perhaps necessary to stop and think about what the fruit represents, what it 
means? What does its success mean? But today raising such fundamental questions 
is taboo. 


The success of technology is to make it possible to have a child from one’s own body. 
In the process whatever suffering the body has to go throughis deemed acceptable, to 
anextent,evennecessary. The problem of childlessness isa social one, but the solutions 
presented are individual and physiological. There is a deep contradiction here. At 
every step the rights, responsbilities and obligations of the individual and of society 
confront each other. 


Thatamarried woman should attempt to have children is her own individual decision 
shaped by social values. That an unmarried woman should abandon a child she has 
borne is also her own individual decision shaped by the very same social values. 


On the one hand those children who become illegitimate because of these individual 
decisions become a social responsibility. On the other, how far one should attempt to 
fulfill social pressures becomes an individual's problem. 


On the one hand, in the name of checking population growthand in the name of social 
need, individual decisions are under severe attack; on the other, in the name of a few 
people’s individual needs, the entire bogey of population growth is ignored and they 
are encouraged to produce children. 


On the one hand, because she does not have a man’s support and companionship, an 
unmarried women is robbed of her right to live with her child, the child is deemed 
illegitimate, and the lives ofsuch children becomea social problem. On the other hand, 
treating theattempts ofa married woman to havea ‘legitimate’ child, heavenand earth 
are moved with the help of technology to produce a legitimate child. At such points 
the issue of reproduction suddenly becomes one of individual right. How can we refuse 
them is assistance technology can render? After all, their individual needs must be 
satisfied! 


Adopting an unknown child 


On such a background, adoption seems to be serving as a means of diffusing this 
contradiction. A social decision taken individually by a childless couple or person to 
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share the social responsibility of a child socially unwanted usually because of its 
unmarried mother. Nothavinga child of one’s own, itisa singular voice raised against 
the incessant social pressure to produce a child and maintain genetic continuity. 


Those who have decided to adoptafter the failure ofa long series of attempts to produce 
their own child now feel that they should have taken the decision much earlier. It is 
much better if adoption isnotseenasa last resort, tobe undertaken because everything 
else has failed. It is then much better for the well being of the child, as well as for the 
parents because they areina better frame of mind and more able tocope with the mental 
and emotional fluctuations involved in adoption. Most often, attempts to produce 
- ‘one’s own’ child are responsible for the delay. 


“While Iwas undergoing treatment, [felt my body become an unknown, alien thing. 
Asif, along with drugs worth thousands of rupees that one had to take everyday, that 
too was part of the bargain. Then with the advice, help and support from others we 
finally decided on adoption and today we have a son. Today I think doctors should 
have advised adoption right in the beginning.” 


“Working with the Indian Association for Promotion of Adoption (IAPA), Inow feel 
there is great need to establish communication with doctors. It is necessary that parents 
should not have to decide on adoption at such an advanced age. That they should not 
keep waiting and should decide early enough. We think this is extremely important 
in developing a healthy relationship with the child” 


“We would definitely want to see adoption as one of the valid methods of dealing with 
childlessness. Whatever physiological solutions technology may have to offer, we 
think this is an even more important method.” 


“In our medical college, students are required to visit various institutions working in 
the area of healthas part of their Preventive and Social Medical course. This year we 
have decided to include visits to institutions that deal with and promote adoption.” 


Today there are about 16 to17 such institutions in Bombay. Besides, there is the IAPA 
and similar organisations which in a way co-ordinate the work of these different 
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institutions and are also engaged in attempts to bring about relevant changes in 
adoption procedures and legislation. 


The Indian Adoption Law 


Under the adoption law in India, only Hindus have the legal right to adopt a child. 
Persons belonging to other religions only have the right to guardianship. The child 
doesnotlegally become theirs. The most important difference is that these children do 
notautomatically becomeheirs. They havenolegal rights of inheritance as guaranteed 
to progeny in the different personal laws. They are entitled toashare only ifthe parents 
explicitly so state in the will. As has been pointed out earlier, where other blood 
relatives also have rights to differing degrees thereneeds to be some provision in the 
interests of the security of adopted children, and some steps are being taken in this 
direction. 


There are anumber of other drawbacks alsoin the existing adoption law. If onealready 
hasamale or female child, the parents have the right toadopt only a child of the opposite 
sex. Anunmarried womanisentitled to adoption but thereisnosuch right foradoption 
for a married woman, only her husband is entitled to adopta child. 


Many protective procedures have been included in the legal process of adoption 
keeping in mind the interests of the child. The readiness of the father and the mother 
and the other members of the adopting household is fully investigated. Without the 
social worker’s report the procedure cannot continue. This report is based on discus- 
sion with the parents, observing the household and attempting to assess the readiness 
of others in the household. The discussions are therefore conducted at the home of the 
adopting parents, and everyone is consulted. It is seen to it that the child finds a 
welcoming home. 


Changing viewpoints 


Today moreattentionis also being paid toresponsible guardians, and the needs of the 
adopting couples or persons. Along with seeing toit that the child receives security and 
warmth, institutions are now more alert to the needs of adopting adults as well. The 
remarks of an elderly, retired person who is devoting himself full time to the work of 
an adoption agency, are quite revealing. 


“At our place, after all the procedures are over and the child is to be handed over to 
its new parents we holdasmall function. When I see the happiness on the parents faces 
and tears of joy in their eyes, I feel the purpose of my life has been fulfilled.” 


Every effortis made to prepare the parents who wish to adopta child and attempts are 
made to resolve all doubts. Full medical examination of the child they wish to adopt 
is carried out. Attention is given to select a child who broadly resembles the parents 
inits features so that it will not stand apart too much in later life. Often it is found that 
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the parents are expecting to adopta ‘fair’ and ‘beautiful’ child. Insuch cases thorough 
counseling takes place. 


Anattemptis made to acquaint the children with the reality of their adoption right from 
the beginning. Itis generally agreed that the child should receive this information from 
the adoptive parents. In such situations other people’s lived, real experiences are the 
most important factor to help resolve doubts and difficulties. 


“Both our children are adopted. Prior to adopting our first one, our concerns were 
almost exclusively focused on how our children would react to being told that they were 
adopted. Today, even though they are very young, this issue does not seem as 
important. It is hard to believe they were born to someone else. 


“Bothour children were told the facts ofadoption the day they asked whether they were 
born from my stomach. It really hurt to tell them the truth but these questions are not 
planned in advance, they just happen. One has to tell them eventually, so one must 
tell the truth. It is better they hear it from us rather than get wrong ideas form anyone 
else.” [69] 


In spite of all this, it is not that there are no difficulties. So long as there is no social 
acceptance, individually difficulties are bound to crop up. The majority of those who 
decide on adoption wish to adopt a male child. Hence, today it is much more easy to 
adopta girl child, but one has to wait if one wants toadopta boy. Adoptionis even more 
difficult if the child has a deformity or is handicapped in some way. In such cases it 
has been seen that because they have more facilities many prosperous parents from 
developed countries may agree to adopt such children. Readiness to adopt such 
children in India seems quite a remote possibility at present. 


What stands out in the entire process of adoption is the change in viewpoint behind 
adoption: that bringing up a child and looking after it is not merely the mother’s 
responsibility but a decision consciously taken by adults. It appears that attention is 
not restricted to the prospective parents alone, but extends to the readiness and the 
thinking of other family members and near relatives as well. Whatis being accepted 
here is that children are not just related by blood but have an independent social role 
as children. It seem to be the emergence of a mature social viewpoint. 


When children are born into a family and grow up in it, their existence remains tied 
and restricted to their parentsas it were. And hence, all decisions are left to that couple, 
those individuals. The process of adoption is insome ways extending this conceptand 
making it more mature by involving many more people into it. According to one 
adopting mother, 


“When I compare my involvement with my daughter to that ofsome friends with their 
natural children, I have realised that with your instinct for motherhood, you might 
even be closer to your adopted child because you know you have walked the path to 
parenthood willingly and after a lot of mature thought. ” [69] 
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So, in this way, adopting an unknown child has brought about a change in a very 
fundamental concept. That children are not needed only tocarry a bloodline further, 
or thata child isnotneeded only toimmortalise oneself throu gh geneticcontinuity, or 
that it is limited to say that only blood and marriage relationships are the only 
meaningful relationships. What is more importantis tohelp children grow, to bewith 
them, to give and enjoy love and happiness, to provide them with security. This itself 
is an important dimension of the process of adoption and child rearing. 


Trying out creative alternatives 


However, adoptionisnotthe only ‘solution’ to childlessness. Itis perhaps not possible 
thatall childless couples will be able toadopt. Andsowe feel thatalong withitweneed 
to give more serious thought to and discuss the questions we began with. Weneed to 
search for alternatives. The question weneed to really address is ‘Why should one have 
‘one’s own’ child — whether born or adopted?” Why does this become such an 


overriding necessity? 


Many factors are held tobe responsible. For most people, children become necessity 

tolookafter them in their old age, in difficulty and inillness. Ina situation where welfare 

provisions are being reduced, this is a question and a problem that is growing in 

importance and needs to looked into. For those who have the resources, there is also 

the desire to pass on one’s property tosomeone, to maintain continuity. Besides these 

; material reasons, there is also the desire to share the joys and 

Instead of bring compelled sorrows of life, to experience one’s social existence and its secu- 

to lead one’s life with the rity, whichmake childrenimportant. But there are many persons 

sole aim of producing a whohave found very different ways and we need tosee in them 
child, striking outand different, alternative ways of tackling human needs. 


oe ching fora crealve Therearea significant number of single and unmarried persons 
alternative f ii! elf — aroundus. Very few of them decide on adoption. There aremany 
succeeds in givingmuch couple who too lead their lives without a child. All of them cope 
more meaning to one’s life. with their needs in various ways, by forming close relationship 
with the children around them, by taking various kinds of socially 
relevant work, by searching for other different ways of expressing their creativity, by 
taking up partial responsibility for some children, by running créches, by working for 
institutions which lookafter abandoned children, by evolving creative structures and 
way to look after each other in old age, the possibilities and the alternatives are 
immense. Itis up to us to see them, appreciate them, validate them, and nurture them 

too. 


Instead of bring compelled to lead one’s life with the sole aim of producing a child, 
striking outand searching for acreative alternative for oneself succeeds in giving much 
more meaning to one’s life. Tobe active inemphasising such alternatives, to help make 
them possible, to help them get acceptance in the mainstream of society is asimportant 
as struggling against attempts by technology to take over and rule our lives. 
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Westarted the work that led to this book out of ourneed to share information with as 
many peopleas possible. Slowly it took us toa much larger, wider perspective on issues 
related to fertility as a whole. Control over fertility isa vitalneed of every person which 
gets defined in the context of social reality, social values and socialnorms. It is theneed 
of every woman toacquire some control over herown life, hitherto used and manipu- 
lated in the name of society, its requirements and its agenda. 


We started with sharing information between individuals and groups, and entered 
intoa vast, complex maze of individual and collective rights ina divided, discrimina- 
tory society. And into the ever pressing problem of population which has become the 
issue of the day, especially within the women’s movement all over the world. Wehad 
looked at reproductionin the context of population earlier too, but wehad notbeenso 
clear about its overwhelming importance in the politics of the UN bodies and in 
international politics generally. In a sense, it was the clarity we developed in the 
process writing this book which helped us toarriveata clearcut stand—ofa Notoany 
policy of population control. 


We dobelieve that thereisno absolute, unrestricted free choice for an individualinany 
society. Individual choice is always an interplay between individual and collective 
rights. Yet, themoment we havesociety or State deciding when, how and whocanhave 
children, it inevitably leads to a eugenic, racist and sexist policy that goes against the 
basic rights of all the oppressed sections of society, especially the women. It inevitably 
means the coercion of some people to get them to conform to imposed norms. 


Today we have coercive population programmes aimed at certain communities and 
groups whichare carried through under theseemingly innocuous, liberal, progressive 
terminology of individual rights. This rhetoric is used to hilt - they are all supposed 
tobe programmes aimed at widening the choice available to women, aimed at looking 
after the reproductive health of women. Ourjourney over the last few years, beginning 
with the Women and Health meeting in Jaipur, has made us more and more aware of 
the hollowness of this rhetoric. 
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For us, as women, care of our health does not mean just our reproductive health, or 
health aspects related to reproduction alone. Wearenot reproducing beings only. We 
doknow that ourbiology and our physiology regulate our lives from the time weenter 
this world. But we have been able to give ourselves a face, a personality, an identity 
beyond it through the centuries of our struggle. We donot want to look at our health 
problemsas those only ofa reproducing being, nor do wewanttolookat reproductive 
health as only a woman’s question. It has to be looked at as an issue that concerns 
society as a whole, especially as that of the social values and norms which from the 
bias of man-woman relationship. 


Politics that look upon us as population, notas people, go on making reproductiona 
women’s issue. The solutions that are formed are not based on any process of 
questioning social norms. These solutions are therefore found in technical and 
technological interventions into women’s bodies. Reproduction becomes an issue 
confined to women’s biology, and hence control over it inevitably over biology. 


Our conversations and sharing have opened out for us the vast canvas of human 
interactions which is the backdrop of all debates on fertility and reproduction. It has 
acquainted us with the reality in which most of uslive and with the endless efforts made 
by individuals and collectives, by womenand men too, tobring abouta change in social 
valuesand norms. A process thathas to goonifmore and more peopleare to wina space 
for their self-determination. 


In these pages we have tried to share this perspective which we have evolved with 
many other people and with many changes taking place around usall the time. From 
talking about the so-called most ‘modern’ and ‘developed’ reproductive technologies, 
we havenowarrived ata point where we feel that the most important effort on the part 
ofall of us would be toshift the debate from our biology back to the human interactions 
that they comprise. 


And we do believe that our important aspect of this process is acquiring knowledge 
whilealso redefining it. Wehave tried to overcome the division and fragmentation that 
characterises much of this knowledge and attempted to build a holistic perspective 
which has remained our major thrust in feminist politics. Our experience has forced 
us from time to time tosee the universality of the problem butalso to work out solutions 
at the individual level. Only with such an understanding of global politics as well as 
its repercussions at the day-to-day level in lives of individual womancan we think of 
bringing abouta change in thenorms and values which govern reproductive politics. 


BY Wa te WY Os TREATS 
Tavern OA AYE 
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Workshop on ‘Women and Health’ held at Jaipur in October 1989 in which 
groups from different parts of India participated. Report of the workshop is 
available in English and Hindi from ‘Forum Against Sex Determination and 
Sex-Preselection’, 2, Vishwadeep; 95, Bhau Daji Rd.; Matunga; Bombay 400 019. 


‘We and our Fertility’ is amonograph written by Chayanika, Swatija and Kamaxi 

for the Research Centre for Women’s Studies,S.N.D.T.Women’s University, Juhu, 
Bombay. This monographis number 9 of Contributions to Women’s Studies Series, 
1990, brought out by the Centre on various issues related to women. 


Weare not using this term NRT because as far as reproductive technologies go, it 
isnot possible to distinguish between themas old ornew. They areall based onthe 
same ‘scientific’ understanding of intervention in the biological process of repro 
duction. 


All three of us have been active members of the ‘Forum Against Oppression of 
Women’ a campaign group working in Bombay since 1980. The major campaigns 
taken up by the group have been on issues related to violence a gainst women —in 
the family, at the workplace, in public spaces; communalism,; equitable family laws 
and so on. We have also been active in the Forum against Sex Determination and 
Sex Preselection, Bombay, a group of women and men campaigning against 
selective abortion of female fetuses after sex-determination tests. This work has 
helped evolve an understanding on mostso called modernreproductive technolo 
gies. The group isnow working onallissues related toreproductive technology and 
calls itself ‘Forum for Women’s Health’. Although this book is authored by three 
ofus, theideas inithave very muchevolved with the larger collective while working 
on issues related to reproductive technologies. 


Sarah Brooks Franklin, in ‘Making Sense of Missed Conceptions: Anthropological 
Perspectives on Unexplained Infertility’; a paper presented at the 152™¢ Annual 
meeting of the British Association for the Advancement of Science, 20-24, August, 
1990; Swansea, Wales. 


Information taken from article by Giri Deshingkar, ‘Population Control : Beyond 
State Policy’, in Manushi number 67, November-December 1991. 
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7 ‘Process of writing the DECLARATION OFCOMILA’, Conference Khabar, Num 
ber 6, April 5, 1989. Conference Khabar is the bulletin brought out during the 
FINRRAGE-UBINIG International Conference at Comilla, Bangladesh, March 18- 
25, 1989: 


8 Gyarsibai, a landless labourer quoted from the film ‘Something like a War’ made 
by Deepa Dhanraj. The film isa striking comment on the Indian Family Planning 
Programme and covers various aspects of its conception and implementation. It 
contrasts the official family planning programme with the views and opinions of 
a group of womenonissues apparently tackled by the Family Planning Programme. 


9 Paul Kennedy, Preparing for the Twenty-First Century; Vintage Books, New York, 
1994, pages 23-24. 


10 This is an experience of Manisha Gupte who works in Malshiras, a village in 
Maharashtra. These experiences have been documented in her article ‘Politics of 
Motherhood’, unpublished. The piece that appears here is not a verbatim quote. It 
has been retranslated from a Hindi translation. 


11 Manual on Target Free Approach in Family Welfare Programme, Ministry of health 
and family welfare, New Delhi, 1996. 


12 This book contains a large number of such quotes which are based on our 
individual experiences narrated to us by individual women, groups and doctors 
that we met during the course of this work. Some are recollections of other 
experiences told to us by our friends and acquaintances and at times they are also 
our perceptions of other women’s experiences. It is not possible to and in our 
opinion not necessary to identify each source of information. These are honest, 
faithful reproductions of voices of women — voices that made this sharing of 
information and views — rich and valuable. 


13 This study has been quoted in ‘The marrying kind: Homosexuality and marriage’ 
by Brenda Maddox; Granada:London, 1982. Kinsey also created a scale with 
ranges from 0to6 to quantify occurrence of homosexuality. People withno homo 
sexual experience are classified as Kinsey 0 and those with nothing but homo 
sexual experience are Kinsey 6. The rest are classified in between. 


14 This book is ‘Sharir ki Jankari’ (Knowledge about the body) prepared more than 83 
women, published by Kali for Women in 1989. This book is an outcome ofa 
collective process during which not only was the concept of information and 
knowledge about one’s body explored but so also was the form and manner in 
whichit canbe communicated experimented with using women’s own drawings 
with imagery and symbols evolved as part of their expression over the years, the 
book isa live and vivid presentation of women’s status while giving information 
related to menstruation and reproduction. The book is also available in Marathi. 


15 Mary Daly, African Genital Mutiliation: The unspeakable atrocities; from Gyn / 
Ecology : The Metaethics of Radical Feminism, Beacon Press : Boston, 1978. 


16 Aninterview froma study ‘Role of religion in women’s lives’ carried out by Swatija. 
The study probed through extensive interviews, women’s perception of role of 
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religion in their lives. Menstruation seen as something unholy figured in most 
women’s life stories. Stigma about menstruating women was part of all religions 
and communities and has been part of people’s outlook even in a metropolis like 
Bombay. 


17 ‘The New Our Bodies, Ourselves’ abook by and for women written by The Boston 
Women’s Health Book Collective has been a source of inspiration formany groups 
and collective working on issues related to women’s health. First brought out in 
1973 as ‘Our Bodies, Ourselves’, it was one of the first attempts made by women to 
look at existing knowledge in the framework of their own experience and thus 
evolve a richer pool of knowledge to be shared with other women and further 
evolved. It is also an attempt at breaking the barriers between experts and non- 
experts and gaining back credibility for our knowledge built up through our lived 
experience. 


18 Sam Julty, ‘Men’s Bodies, Men’s Selves : The Complete Guide to the Health and Well 
being of Men’s Bodies, Minds, and Spirits’, Delta Books, 1979. 


19 These are thoughts written by RaviR. P. ina letter circulated to the participants of 
the workshop and also reproduced ina report of the workshop published in Hindi 
as ‘Janjiron ko todkar’ by the voluntary group Kishore Bharati in 1990. 


20 The group referred is the ‘Rural Women’s Liberation Movement’, A group of women 
working in Arakkonam district of Tamil Nadu. Working on issues related to 
women’ shealthin the rural communities, they have taken up the task of popularising 
the use of the condom amongst the men. They are also involved in working more 
on herbal remedies and other processes of ‘self-help’ in women’s health. 


21 Quote from ‘We and Our Fertility’, by Chayanika, Swatija, Kamaxi; page 56. 


22 Now a days even in the Indian market condoms of various brands are available. 
Inkeeping with the fast spreading consumer culture and the variety ofall products 
we have now condoms available in different colours, with different finishes — 
striped ribbed etc., having different odours and in varied flavours! The purpose is 
twofold. One is to give it a ‘style’ so that it is popularised and used extensively in 
this age of AIDS and second of course is to sell. The newer the feature added toa 
regular condom, greater are hopes of acquiring a larger market. 


23 Linda Atkinson et. al., Worldwide Trends in Funding for Contraceptive Research 
and Evaluation’, Family Planning Perspectives, vol. 17, 196 — 207 (1985). 


24 Ademand for femalebarrier methods hasbeen raised by various other groupsalso. 
These methods havenotbeenextensively used in the Family Planning Programme 
under the pretext that Indian women cannot use them. Most women’s groups who 
have actually worked in the communities trying to develop self help and fertility 
awareness programmes, have been raising the demand for female barrier methods 
with the confidence thatevery woman canbe trained to feel comfortable using these 
methods for birth control. 


25 A campaign to this effect was initiated by a few groups in the North, prominent 
among them being the Boston Women’s Health Book Collective in the USA. 


234 We and Our Fertility 


26 The IUDs today being distributed at the family planning programme centres in 
Bombay are the progestin releasing {UD while motivating women touse it, doctors 
never fail to point out the absence of the copper wire. On this basis they claim that 
woman will haveno problems thusindirectly blaming the copper for all the earlier 
problems and at the same time hiding the fact that these IUDs release progestins 
instead! 


27 Germaine Greer in her book ‘Sex and Destiny: The Politics of Human Fertility’, 
Harper & Row Publishers, 1984, givesa detailed account of the use of sterilisation 
for eugenic purposes all over the world and in all times. 


28 These are statements recorded in the film ‘Something likea War’. These are of men 
from villagein Uttar Pradesh who had been victims of the coercive vasectomies that 
had been carried out ona large scale during the Emergency in 1976. 


29 Tubectomy camps of thisnatureare being held even today ina city like Bombay also. 
Unable to meet their targets in the year, camps are being held where about 100 
women are sterilised in a day. Doctors like Dr. Mehta come as specialists and 
women hand over their bodies to these assembly line operations withthe hopeand 
faith that everything will be all right. There is no follow up to really know the 
complications that mighthave occurred and evenincidentis promptly hushed up. 


30 This graph has been drawn on the basis of the statistics obtained for earlier years 
from the year book for Delhi for the year 1990. 


31 Some of the information in the box has been taken froma report on the workshop 
on quinacrine organised by the Committee for Women, Population and the 
Environment (CWPE)at the 8" International Women and Health meeting held at 
Brazil in March 1997. The report was published in the WGNRR Newsletter No.58, 
1997.More information on theissue canbe obtained from CWPE, C/O Population 
and Development Programme, Hampshire College, Amherst, MA 01002-5001, 
USA. 


32 Lyn Turney, ‘Risk and Contraception : What women are not told about tubal ligation’ 
—animportant paper that we got from the archives of the Boston Women’s Health 
Book Collective but whose complete reference we do not have. This paper is 
published in the late 80s. 


33 Kabra, S.G.and Narayanan, R.;’Sterilisation Camps in India’; The Lancet, 335, 224 
— 5 (1990). 
34 ‘Health and People’s rights versus Family Planning Policies’, A report of a survey 


conducted among women of four settlement colonies in Delhi to study the social 
and health effects of sterilisation; Sabala Sangh, March 1989. 


35 A comprehensive account of the whole debate is included in Rosalind Pollack 
Petchesky’s book ‘Abortion and Woman's Choice: The State, Sexuality,and Repro 
ductive Freedom’, Verso, 1986. 


36 ‘Evaluation of quality of Family Welfare Services at Primary Health Centre level’; 
ICMR, New Delhi, 1991. 
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37 AmarJesaniand Aditi lyer,’Abortion- Whois responsible for Our Rights’; in ‘Our 
Lives, Our Health’; ed. Malini Karkal, 1995. 


38 “Illegal Abortions in Rural Areas’; \CMR, New Delhi, 1989. 


39 This table on abortion is adapted from one given in the ‘New Our Bodies, Our 
selves’. 


40 The clinical trials for RU486 have been completed in India and there are plans to 
make itavailable in the Indian markets soon. Itmightbe also sold over the counter 
or through social marketing programmes (see box in chapter on hormonal contra 
ceptives). Considering the earlier experience of misuse of high dose estrogen- 
progestin pills there is a valid fear that the freely available abortion pill could 
introduce similar health risks to women. 


41 Along with the pro-RU-486 demands, some feminists from the North have also 
opposed this drug on the basis of the ill effects that it would have on women’s 
bodies. ‘RU-486: Misconceptions, Myths and Morals’ written by Janice Raymond, 
Renate Klein, Lynette Dumble, Instituteon Womenand Technology: Cambridge, 
1992, is one such critical and exhaustive book on the subject. 


42 Amonthly video news magazine ‘Eyewitness’ produced by Hindustan Times TV, 
Delhihad carried anews story on Norplantin its October 1992 edition. The report 
was based on interviews with women who had undergone the earlier trials with 
Norplant-2, doctors who were responsible for the trials and women’s groups and 
other activists who were questioning the use of Norplant in Indian Family 
Programme. 


43 This information on DES has been taken from ‘The New Our Bodies, Ourselves’ 
which deals with the subject in greater detail. More information can be had from 
DES Action the consumer group dedicated to provide information about DES. Their 
address is: DES Action, Long Island Jewish Hospital, New Hyde Park, NY 11040. 
US.A. 


44 The details of the Indian phase III trials of Norplant-2 have been published by 
N.Choudhary et. al.; “Phase III clinical trial with Norplant®-2 (covered rods). Report 
of a 24 month study’; Contraception, volume 38, no.6, 659-73, December !988. The 
phase II trial results are published in V. Hingorani et.al.; “Phase II Randomised 
comparative clinical trial of Norplant(2) six-capsules with Norplant ®-2 (two covered 
rods) subdermal implants for long-term’ Contraception: Report of a 24 month study’; 
Contraception, Volume 33, No.3, 233-44, March 1986. 


45 Anumberofbooksand articles have been written on the Dalkon Shield controversy. 
The story and facts covered here are from onesuch well investigated book—"At Any 
Cost: Corporate Greed, women, and the Dalkon Shield’ by Morton Mintz; Pantheon 
Books: New York,1985. 

46 Rani and Abhay Bang have been working in the tribal regions of Chandrapur 


district in Maharashtra. This report and study is based on their experience of a 
number of years. The report has appeared as ‘Contraceptive Technologies: Expe 
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rience of Rural Indian Women’, by Rani Bang and Abhay Bang, ManushiZ0,26-31, 
May-June, 1992. 


47 Mostofthe information on the oral pillhas been based on that given in ‘Our Bodies, 
Ourselves’ which in turn is based on experiences of women with the pill. In India 
itself the pill is not a very popular contraceptive method. The mini-pill (only 
progestin) isnow being introduced under thesocial marketing programme. (see box 
in the chapter). 

48 Barbara Seaman, ‘The Doctor’s Case Against the pill’, Peter Wyden: New York, 
1969; revised edition. Dell Publishing Corporation, Inc.: New York, 1979. 


49 The experience of Stri Shakti Sanghatana has been documented by different 
authors. Two of these reports are ‘Contraception As If Women Mattered’ by Vimal 
Balasubrhamanyam; Centre for Education and Documentation: Bombay, May 
1986; and ‘Women Against Injectables’ by Mona Daswani in ‘In Search of Our 
Bodies’, Kamakshi Bhate, et. al. (eds); Shakti: Bombay, June 1987. 


_ 50 Studies in Family Planning; volume 21, No.2, March-April 1990; has a report 
assessing acceptability of Norplantin the Dominican Republic, Egypt, Indonesia 
and Thailand. The gist of it is that in all four countries there were reports that 
removal on demand did not occur to ‘the satisfaction of the user’ — Vimal 
Balasubrahamanyan in People’s Perspective, No.1, Page12, August 1993. 


51 Report by UBINIG, ‘The result of trials-Is Norplant really acceptable to women in 
Bangladesh’; People’s Perspectives, No.1, page 13-16, August 1993. UBINIG and 
other women’s groups in Bangladesh have monitored the Norplant trials closely. 
Reports by UBINIG ‘Norplant, the five year needle: An investigation of Norplant 
is TK2000! you can not remove it: clients are refused removal in Norplant Trial in 
Bangladesh’; have appeared in Issues in Reproductive and Genetic engineering: 
Journal Of International Feminists Analysis, Pergamon Press, 199% 


52 Weareaccused of giving too much attention to the name thatis being given to this 
method of contraception but we do believe that the name is indicative of the 
understanding with whicha method is developed. Maybe the name ‘anti-fertility 
vaccine’ was too obvious of the aimsand objectives. Hence ,now the WHO chooses 
to rename the productas ‘fertility regulating vaccine’! 


53 Theincidentreferred tois the Cholera epidemic that affected Delhiin the monsoons 
inJuly-August 1988. A critical assessment of the conditions of the areas which were 
the worsthitand the 9mi0 managementof thesame was madeby several voluntary 
organisations active in Delhi then. One such report ‘When Delhi's Invisible 
Citizens Were Noticed - The Cholera Epidemic’, by Madhu Kishwar appeared in 
Manushi 47, 2-16, July-August 1988. 


54 There is anexcellent report ‘Vaccination Against Pregnancy: Miracle or Menace’ 
by Judith Richter; Buko Pharma- Kampagne:Bielefeld; HAI: Amsterdam, 1993; 
which gives details about these vaccines along with information on the research 
going on worldwide. The changing stress in research guidelines to suit the needs 
and requirements of thescientists has been well documented in the case of research 
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on the anti-fertility vaccine whichis a priority area of research for most population 
control agencies today. 


55 Judith Richter, ‘Vaccination Against Pregnancy: Miracle or Menace’, Spinifex 
Press, Melbourne; Zed Press, London and New Jersey, 1996. This bookis a revised 
version of the report earlier brought out in the same name by the author. 


56 This table on research teams their area of research and agencies funding the 
research is based on a similar table in Judith Richter’s, ‘Vaccination Against 
Pregnancy: Miracle or menace?’ 


57 J.Spieler; ‘Development of immunological methods of fertility regulation’; Bulletin 
of the World Health Organisation 65, No.6, 7789-83, 1987. J. Spieler is a biologist 
in the research division of the office of Population, U.S.AID. 


58 The calculation of efficiency for the vaccine is done ina way that shows the vaccine 
to be more efficient than what it actually is. In the Indian trial 148 women entered 
the study. Of these 119 (80%) women responded with antibody levels above the 
estimated threshold level. Of these 119 women, 88(60% of those entering the study) 
had antibody levels that remained above the threshold for 3 consecutive months 
ormore. Inthe efficiency calculation, the results of only these 60% womenare cited. 
For example, it is said that there was only lone pregnancy in 900 woman months 
of unprotected intercourse’. The number of pregnancies and effect of vaccine in the 
other 40% women does not figure in the data. This is ‘scientific’ research! 


59 The International campaign asking for a halt to all research on anti-fertility 
"vaccines" has begun witha letter to all research group and funding agencies. 
Copies of it and other details of the campaign can be got from the office of the 
Women’sGlobal Network for Reproductive Rights, Amsterdam, whichis presently 
facilitating the co-ordination for this campaign across the globe. 


60 This document is published as part of the report ‘Resistance on the Rise : Second 
International Action Meeting on Anti-Fertility “Vaccines”, held in Ottawa, Canada 
from June 1 to 5, 1995. 


61 The programmeranin the villages of Madhya Pradesh in the period 1987-1989, and 
a report of the process has been published in Hindi. ‘Janjiron Ko tod kar’ (breaking 
chains), published by Kishore Bharati, Madhya Pradesh, March 1990. 


62 ‘Fertility Awareness Programme Report-1991’, report published by ‘Samudayik 
Swasthya Karykram’, Delhi. 

63 Excerpted froma novel, ‘Between Friends’ by Gillian E. Hanscombe; Alyson 
Publications, Inc:Boston,1982. 


64 Gena Corea hasused this term and explained at length the processes by which this 
‘socialising of the sperm’ is occurring with the advent of hi-tech sperm banks and 
associated legislation, in her book ‘The Mother Machine: Reproductive Technolo 
gies from Artificial Insemination to Artificial wombs’; Harper and Row, Publishers: 
New York, 1979. 
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65 ‘Getting Pregnant: A Guide for the Infertile Couple’, Anirudhha Malpani, Anjali 
Malpani, and Anne de Braganza Cunha; UBS Publishers’ Distributors Ltd., Delhi, 
1994. 


66 The first such legal Act has been passed by the Delhi State in the last three years. 
The law as such is for regularising the sperm banks mushrooming all over the 
country, for seeing that they follow the procedures of testing the sperm and also 
maintaining the frozen sperm. Wearenotsure of the conditions that it puts on the 
clientele. There has been no move on the part of the other states also to introduce 
such a law as yet or of introducing a Central legislation. 


67 Some of the excerpts in this article are part of a short story that we had written on 
hearing of the birth of quadruplets toa woman undergoing IVF procedure. Itis our 
perception of the womans story based on the various real life accounts that have 
been quite well documented and published. 


68 From ‘Infertility’, (ed.) Renate Klein; Pandora Press, 1989. This book hasa collection 
of testimoniesof women whohave undergone the torture of modern technology. It 
hasbeen aneye opener tomany of us whoare fed onmedia propaganda eulogising 
these procedures. 


69 Excerpts of statements made by parents who have adopted children as quoted in 
‘Ours by Choice:, Parenting through adoption’ a book by Neelima Mehta; UNICEF: 
India, 1992. Neelima Mehta has been actively involved in the Indian Association 
for Promotion of Adoptionand the bookisa practical and necessary guide to those 
thinking of adopting a child. It also helps develop an overall understanding 
regarding the issue of adoption in ‘India’. 
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We and Our Fertility is about reproduction and 
the range of technological interventions into the 
reproductive processes. While the emphasis is 
on information about various techniques, for 
both contraception and assisted reproduction, 
this book is also about the making and breaking 
of values circumscribing their development and 


uses. 


We and Our Fertility includes the experiences 
of many women -~ who have used these 
technologies and has evolved through discus- 
sion with several women and groups who are 
struggling against the technological violence 
unleashed on women’s fertility even as they 
are initiating efforts to realise their dreams of 
alternatives to these violent methods. This book 
is written from a perspective that reflects their 
experience and does not _ separate technical 


interventions from the experiences they leave 
behind. 
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